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INTRODUCTION- VOLUME 1
Overview
This portfolio comprises of a range of work completed during the PsychD in Clinical 
Psychology between 2005 and 2010. Volume One contains three dossiers the 
academic dossier, clinical dossier and research dossier.
Volume Two contains the extended clinical dossier which contains the placement 
documentation from all five placements, the five complete case reports, and the five 
complete process accounts from year one and two of the case discussion groups. 
Volume Two contains confidential clinical material and is held in electronic form in 
the Clinical Psychology Department at the University of Surrey, due to the 
confidential nature of the material it contains.
The work presented throughout the portfolio aims to reflect the diversity of 
experiences gained during training. Within each dossier, the work is presented in the 
order in which it was completed.
Academic Dossier
Overview
The academic dossier contains the following:
• Adult Mental Health Essay
• Professional Issues Essay
• Three Problem Based Learning Reflective Accounts
• Summaries of Case Discussion Group Process Accounts
Adult Essay: Approaches to Psychological Distress
Beating the Blues (BtBs) is a cognitive based computerised package for 
depression. It is currently used in Primary Care to address the Step One of 
the NICE guidelines for depression. It is delivered primarily, but not 
exclusively, by Graduate Mental Health workers. Critically discuss the 
use of computerised packages in Primary Care with specific reference to 
ethical and professional dilemmas.
January 2006 
Year 1
Overview and Introduction
In this paper I will give some background to the development of Computerised 
Cognitive Behavioural Therapy (CCBT) and will critically discuss the use of CCBT 
packages broadly. I will make specific reference to Beating the Blues (BtBs) as it is 
recommended by NICE for the treatment of depression in Primary Care and is thus the 
CCBT package that is most commonly used within this setting. I then examine the 
evidence for the effectiveness of CCBT and more specifically, BtBs. A number of 
professional and ethical dilemmas can be identified in using CCBT in Primary Care. I 
examine these in some detail. These include specific issues around accessibility and 
appropriateness, administrative issues, assessment and monitoring and concerns about 
the Stepped Care Model within which CCBT is placed. I give an added personal 
dimension to the arguments proposed - based on my own previous research experience 
in this area and the experience of a clinical psychologist who uses BtBs in a primary 
care setting. Finally I put forward an argument from a critical psychology perspective 
about the use of CCBT within Primary Care. Whilst CCBT packages are available for 
a wide range of mental health problems the focus of these discussions are primarily 
based around the use of CCBT for depression and anxiety because these are the most 
common mental health issues clients present with in Primary Care. However a 
number of the ethical and professional issues raised in this paper could also be applied 
to the use of CCBT more broadly.
Firstly I will briefly outline my main reasons for choosing this essay. My main realm 
of experience within a clinical setting has been within the capacity of researcher 
exploring the under treatment of depression within primary care. Within this context I 
interviewed clients within primary care who had/were experiencing depression of mild 
to severe severity. Conducting in-depth qualitative interviews with these clients gave 
me some insight into their needs, wants and desires for treatment and support for 
managing their depression. Whilst the remit of this paper is not to present the findings 
from that study (currently this is being written up for publication) I feel that my 
reflections upon aspects of that work contribute towards some of the arguments 
presented. Also when choosing an essay title this one resulted in some strong 
views/feelings emerging -  I recognise my own biases and perhaps somewhat negative 
view on CCBT and felt this warranted further exploration.
The Treatment of Minor Mental Health Problems within Primary Care
Depression is a major public health issue that affects between 5-10% of the population 
every year (Peveler and Kendrick, 2001). Depression describes a continuum of 
symptoms, ranging from a mild disturbance of mood to a severe disorder. Main 
features are lowered mood, a lack of interest or pleasure in usual activities, 
persistently negative thinking and pessimistic about the future. Common symptoms 
include sleep disturbance, appetite disturbance, loss of energy, impaired concentration 
and impaired personal relationships. Many people who suffer with depression are 
often likely to also experience anxiety. There is some evidence that symptoms of 
anxiety are lessened when the depression has been treated effectively (Clayton et al, 
1991, cited in Freemantle et al, 1993).
Anxiety involves a rapid escalation of symptoms, including palpitations, dizziness, 
sweating, choking, trembling and breathlessness. Anxiety sufferers may experience a 
fear of dying, suffocating, and/or of going crazy. They also may overestimate 
negative consequences of a situation/potential situation, and underestimate their 
ability to cope. Anxiety can cause significant distress and/or impaired functioning. 
The need for high quality treatments for a wide range of anxiety disorders has been 
highlighted as prevalence rates for anxiety disorders are on the increase (Newman, 
2000, cited in Newman et al, 2003).
The main treatment options for depression within primary care settings are 
pharmacotherapy and CBT. CBT has been hailed as the most effective psychological 
treatment for both depression and anxiety by the National Institute of Clinical 
Excellence (NICE) and is recommended as the treatment of choice with good 
evidence base for its effectiveness. CBT works on the premise that emotional and 
behavioural problems can be alleviated by assisting people to identify and change 
their thought patterns and behaviours. It offers a problem solving, goal-orientated, 
highly structured, low intensity approach that is considered highly suitable for 
computerisation due to its systematically implemented procedures (White, Jones and 
McGarry, 1999).
The Stepped Care Model
It seems important to make some reference to the Stepped Care Model within which 
CCBT is placed. The Stepped Care Model (NICE Clinical Guidelines, Dec 2004) 
involves tailoring patients’ level of need and severity of their mental health problem 
(e.g., depression) to specific interventions and services. The greater the level of need 
means that the client can access more complex treatments. At Steps One and Two 
patients would mostly access primary care services which would include input from 
mental health workers, GPs, and practice nurses. The NICE guidelines recommend a 
number of interventions levelled at these steps including guided self-help, 
computerised CBT, and brief psychological interventions. Within these steps more 
long term therapies including CBT are not recommended as an initial first step 
treatment and are only likely to be offered in the event of the above treatments failing 
to work with clients. The concept of Stepped Care is one I return to later in discussing 
professional and ethical dilemmas.
The Case for CCBT in Primary Care
It is well known that access to psychological services within the NHS is extremely 
limited. Layard (2004) suggests that waiting lists for access to psychological 
therapies in primary care is typically 6-9 months long, with evidence based therapy 
not available at all in some localities. He proposes that the NHS needs some extra 
8,000 extra therapists to meet current demand in Primary Care. CCBT has been one of 
the proposed options of dealing with some of this demand effectively and efficiently 
(NICE, Oct 2002). CCBT is considered advantageous and cost effective as it uses 
limited resources by getting more people seen with less staffing resources. This 
would reduce waiting lists for psychological therapies significantly. Many CCBT 
packages can also be accessed through a number of settings including GP surgeries, 
libraries, at home and over the Internet. It has the added advantage of being 
accessible at any time 24 hours a day, 7 days a week depending on access to a 
computer. Gega et al (2004) argue that CCBT avoids the stigma that patients 
experience when seeing a therapist, and suggest that people show a preference for 
confiding in a computer than a human. Self help type packages such as BtBs are also 
thought to be useful in instilling clients with sense of control over their treatment 
(Proudfoot et al, 2003a).
Computerised CBT packages constitute one of the various forms of self help 
approaches that are becoming increasingly available for treating a range of mental 
heath problems including depression, anxiety and obsessive compulsive disorder 
(OCD). These include FearFighter (for phobia/panic). Cope (for depression and 
anxiety), BTSteps (for OCD) and Balance (for general anxiety and depression). 
Beating the Blues (BtBs, for depression/anxiety) and Good Days Ahead (depression). 
These packages vary in the degree of therapist input required from none to minimal. 
The latter two packages are considered to have a good evidence base in terms of their 
effectiveness (Cavanagh and Shapiro, 2004). BtBs however is the only one 
recommended for use by NICE for the treatment of depression within Primary Care. 
The NICE Final Appraisal Determination (August 2005) reviewed the evidence for 
CCBT and found that it maybe useful for treating depression and anxiety and 
recommended BtBs for the management of mild to moderate depression to address 
both Steps One and Two.
Beating the Blues
BtBs is a stand alone self help computer cognitive behavioural therapy package 
developed for use in GP surgeries and mental health clinics to treat anxiety and 
depression. BtBs has now been used in 129 practices in more than 70 primary care 
trusts and in community health clinics. It involves a 15 minute video introduction 
followed by 8 fifty minute CBT sessions. Also included are five video case-studies 
which are used to engage the patient and to illustrate the relevant techniques and 
strategies. These take place at the GP surgery and weekly progress reports which 
include ratings on anxiety and depression and reported suicidality are delivered to the 
health professional (usually the GP) at the end of the session. Patients also have 
homework to complete weekly.
The Evidence Base for the Effectiveness of CCBT
A critical look at the efficacy of CCBT for the treatment of minor mental illness is a 
necessary precursor in considering the ethical and professional issues of using such 
packages in Primary Care. It is important to bear in mind that much of the research 
conducted in CCBT for depression/anxiety has been carried out by those with
financial interests in these products (e.g., Proudfoot et al, 2003, 2004; Marks et al,
2003).
In recent years a number of outcome studies (Wright, et al, 2002; Marks et al; 2003; 
Proudfoot et al, 2003a; Gega et al, 2004) including those in community mental health 
teams (Van Den Berg et al, 2004) have been conducted to test the efficacy of CCBT 
for anxiety and minor to major depression. A number of randomised controlled trials 
(RCT’s) have also been conducted, including in Primary Care (Proudfoot et al, 2003b,
2004), community (Andersson, et al 2005) and occupational settings (Grime, 2004). 
Much of this evidence points to the clinical effectiveness of CCBT which is 
maintained at follow-up when compared to ‘treatment as usual’. A recent small scale 
RCT found CCBT to be just as effective as face-to-face CBT for major depressive 
disorder even with a significant reduction in therapist time (Wright, et al 2005).
For the remit of this essay the evidence will mostly consider that for BtBs as it is 
currently recommended for use within Primary Care. Most recently Proudfoot et al 
(2004) carried out an RCT on a large sample of moderately-severely depressed 
patients which confirmed the findings of their previous studies (2003a, 2003b). All 
these studies showed BtBs led to a significant improvement for patients on a number 
of measures including depression, anxiety, work and social adjustment, with patients 
also reporting enhanced satisfaction with treatment compared to ‘treatment as usual’. 
Their most recent study also showed BtBs to be a cost effective treatment for 
depression and anxiety (McCrone et al, 2004).
Critique of the Evidence Base
A few issues need to be raised regarding many of the studies on CCBT. One of these 
concerns the rigid exclusion criteria of the RCT’s for CCBT. Non inclusion criteria 
included patients with suicidal ideation, psychotic disorder, organic mental disorder, 
alcohol and drug dependence, and an inability to read or write English. In addition, 
those on medication for anxiety/depression for less than 6 months or had changes in 
their medication in that time were also excluded (e.g., in Proudfoot et al’s studies). 
Cavanagh and Shapiro (2004) point out that there has been a lack of extensive 
investigation into the suitability of CCBT for patients with different needs, (including
those in the above categories). Some patients referred for CCBT in practice are likely 
to have co morbidity with other conditions which begs the question how confident we 
can be in offering CCBT to these groups?
A further criticism regarding patient samples can be levelled at these studies. In both 
of Proudfoot et al’s main RCT’s (2003, 2004) the samples appeared to be highly 
educated and with high proportions having used computers previously. For example, 
in their 2003 study 46% of those in the CCBT group had 15+ years of education and 
in their 2004 study over 80% had used computers in the same category. These figures 
seem rather high and I would question whether the patient samples in these studies are 
truly reflective of those in the general population or those seen in Primary Care. This 
is particular a concern when bearing in mind that lower socio-economic status is a 
predictor of depression (Weich et al, 1997; Ostler et al, 2001) and thus those 
presenting in Primary Care for depression are perhaps more likely to be from lower 
socio-economic groups.
Despite these criticisms, overall the evidence for CCBT for the treatment of 
depression is rather compelling and would appear to justify CCBT as an initial first 
step treatment. However a number of important professional and ethical issues 
regarding CCBT have been raised. Some of these concerns are discussed below.
A Critical Examination of the Ethical and Professional Dilemmas
The discussion presented here is by no means an exhaustive account of the dilemmas 
faced in using CCBT in Primary Care but highlights some important issues. These 
include issues around access and appropriateness, informed consent, confidentiality, 
assessment, delivery and monitoring issues, risk, and concerns around the therapeutic 
alliance. The usual issues of informed consent (which needs to include information 
about the package, the process, and the level of commitment required from the 
patient), confidentiality, and record-keeping clearly need to be taken into 
consideration. The Stepped Care Model is central to a discussion on ethical and 
professional issues as it informs the process of when CCBT is offered and it is that to 
which we first turn.
Some concerns about stepped care
Bower and Gilbody (2005) suggest that in the Stepped Care model, the focus on low 
intensity treatment delivery may actually be counterproductive. They argue the self 
correcting feature of this model means “that the results of treatments and decisions 
about treatment provision are monitored systematically, and changes are made 
(“stepping up”) if current treatments are not achieving significant health gain. Rather 
than regarding withdrawal from therapy as a reflection of a lack of motivation for 
treatment on the part of the patient, stepped care models see monitoring of progress 
and outcome as a fundamental responsibility o f therapists and the system o f care 
within which they work” (italics added, p i 1). This is central to the functioning of the 
Stepped Care Model. In terms of CCBT treatments, patients using this minimal 
intervention require detailed assessment and monitoring to ensure that if patients are 
not showing signs of improvements that they are followed up and offered more 
intensive treatment. It is the responsibility of the system of care to ensure this 
happens. CCBT packages such as BtBs do have built in some systems to monitor 
progress, namely by an assessment of depression and suicide risk measures, after each 
session and this must be reviewed regularly by the main care provider (e.g., the GP). 
However the use of self report data, especially in a computer print out format, could 
also be questioned — it alone may not be full proof — especially if patients have 
minimal to no face-to-face contact with their GP or possible other health professional. 
There may be a greater risk of possible signs of deterioration being missed than if a 
patient was seen face-to-face. Also it is not clear in practice, how withdrawal from 
therapy is followed up. If patients are ‘slipping through the net’ there is risk that the 
severity of a patient’s depression may increase and that the relevant care (i.e., more 
intensive treatments) are not received.
What about individual need and patient preference?
NICE (Clinical Guidelines, August 2005) recommends that the patient’s preference 
should be pivotal in accessing specific interventions. My own concerns are very much 
focussed around individual needs, client choice and preference and I feel strongly that 
patients should have choice of treatment. Fitting the criteria for CCBT is simply not a 
justification for offering patients CCBT. Patients who present with similar levels of 
depression will still have individual needs- some may well be reluctant or unwilling to
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engage in one-to-one therapy and thus may be more suited to CCBT, however others 
may not. I feel that patient preference needs to be given precedence. In the 
development of service user involvement this is surely a key consideration.
Also my own concern is that patients may need time to process/share/reflect on their 
difficulties with someone prior to CBT treatment (although I realise some may not 
want to do this at all). Clients referred for CCBT may have little or no opportunity to 
do this due to its highly impersonal nature. There is the potential for this to have 
further detrimental effects on their mental health and wellbeing, especially if they are 
socially isolated and with relatively little social support. A referral for CCBT may 
serve to further compound this sense of isolation for a patient rather than to alleviate 
it. I feel strongly that an assessment of one’s social support and network is necessary 
when assessing suitability for CCBT. I would wonder whether it is more suited to 
patients who do have some level of social support. In the qualitative research I 
conducted with patients in Primary Care who were affected by mild to severe 
depression, one of the key themes that emerged from that research is that people most 
benefited from and most wanted “someone to talk to”. Patients talked about this in 
terms of someone who was trustworthy, non -judgmental, who may not necessarily be 
there to advise, but simply listen and be there. Many of these people had few social 
support networks but were the ones most in need of social interaction. Even though 
stand alone CCBT treatment may have the capacity to produce some pre-generated 
‘empathie’ responses, is not likely to provide the level of empathy and understanding 
as more traditional therapeutic approaches, including face-to-face CBT, would be able 
to.
The experience of a professional
Whilst anecdotal it is useful to examine the views of professionals who use CCBT in 
their practice as this adds a real life dimension to this debate. Having spoken to a 
clinical psychologist (A.E, personal communication, 08/12/05) working in Primary 
Care who uses BtBs she made some interesting points about CCBT. She commented 
that even though there are some concerns about the therapeutic relationship from her 
experience it seems to suit many people who like to take a logical and practical 
approach to their issues rather than spend time talking through their emotional
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problems. However she also seemed to suggest that referral for BtBs within Primary 
Care varies across PCT’s. For example in her service, referral for BtBs is accessed by 
psychology services with psychological support on-hand. However in many Primary 
Care services it seems to be very much up to the GP who may make an “in-house” 
referral for CCBT which the patient completes at the practice with potentially 
relatively little monitoring and on-hand psychological support. Sometimes 
administrative staff have the responsibility of ensuring that patients are able to log on, 
complete their session, and ensure that the necessary reports are printed out for the 
GP. This leads us onto a discussion of the assessment and delivery of CCBT.
Assessment, delivery and the need for m onitoring
Assessment for suitability for CCBT appears to be varied across Primary Care. It 
seems GP’s may carry out such an assessment or in some cases it may be carried out 
by mental health specialists. Layard (2004) suggests that GP’s lack the necessary 
skills in assessing mental health needs and that they misdiagnose mental illness on 
around 1/3 of occasions at first visit. This is potentially very worrying as it runs the 
risk of patients being sent away for a course of CCBT for which they have not been 
appropriately assessed. At present there seems to be no systematised assessment 
process for referring clients to CCBT. The NICE guidelines (2002) highlight that 
CCBT requires careful monitoring of patients to prevent those at risk being placed 
into treatment steps that are ineffective and potentially dangerous. However Bower 
and Gilbody (2005) point out that the decision-making processes to determine when 
patients move between steps are unclear. There is the added risk that patients may be 
left to CCBT with little support or supervision even though progress reports are an 
aspect of many programs- it is only useful if these reports are read and followed up. 
Appropriate assessment and thorough monitoring of CCBT is essential to ensure that 
this does not happen.
Although there are no set procedures around who administers CCBT, Primary Care 
Mental Health Workers (PCMHW’s) are recommended to be involved in its delivery. 
The role of PCMHW’s was developed to help GP’s manage and treat common mental 
health problems. They are trained to use basic counselling skills for telephone 
support, CCBT, and support for other self-help methods. Whilst the introduction of
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CCBT is a positive one that aims to alleviate the pressures on Primary Care in dealing 
with mental health problems, some caution needs to be made. Bower et al (2004) 
argue that there is some ambiguity around the role of PCMHW’s and issues around 
role expectations among staff. They argue that the role of PCMHW’s has been 
developed as a relatively junior position in Primary Care and that issues of risk, 
severity and complexity need to be addressed in allocating patients to PCMHW’s. 
However, Bower et al (2004) suggest that it isn’t clear how GP’s measure these issues 
of risk, severity and complexity. Considering this PCMHW’s should not be faced with 
situations where they deliver more detailed intensive therapy that they are not fully 
trained in. Patients on a course of CCBT whose therapeutic needs are unmet, may 
expect more intensive support from their PCMHW overseeing their care. In such 
instances there needs to be a systematic approach for referring these patients to more 
specialist services.
Issues around accessibility and appropriateness
It has been suggested that CCBT packages such as BtBs are likely to appeal to 
particular categories of people, particularly younger people, men and busy 
professionals (Pointon, 2004). It is also possible that it is more suited to people who 
have some familiarity and are comfortable with using computers. In addition there are 
particular issues with the BtBs package that need to be raised. In terms of content 
BtBs appears to use only white people as case examples in its demonstrations. This 
may seem to indicate to patients from non white backgrounds firstly that only white 
people get depressed and secondly that people from non-white backgrounds, do not or 
should not get depressed. Whilst the use of real life cases may instil hope to patients 
using BtBs, it does not exactly provide positive role models for people from non-white 
backgrounds or help to normalise the condition for them. Also BtBs and similar 
CCBT packages are currently only available in the English language which makes it 
additionally limiting in its use for clients who do not speak English or for whom 
English is a second or relatively new language. For non English speaking clients for 
whom CBT is considered a viable option there is at least the possibility of having 
access to an interpreter or a CBT practitioner who speaks their native language. CCBT 
is yet another example of a service that is potentially useful in reaching out to many 
individuals but is currently limited in terms of its linguistic capabilities to people who
13
can read/write English. One would assume that this is something that could be easily 
adapted for use in other languages. However I’m not aware of any developments for 
such CCBT packages in this way.
In addition, other groups of people are unlikely to be suited to CCBT. For example, 
older people -  for whom depression is extremely common, are perhaps less likely to 
want to use it. Also for some patients who experience both anxiety and depression it 
may be counterproductive- as performing a new task in unfamiliar surroundings may 
prove to be anxiety provoking in itself. People with disabilities including hearing, 
visual impairments or reading difficulties are also likely to experience difficultly using 
CCBT.
However I can imagine that CCBT would be beneficial for some groups of people. 
For example, patients who perhaps are more self reliant and able to engage actively in 
self help, and enjoy working on computers. Also it may be a useful resource for 
people who live in relatively rural and isolated communities where perhaps access to 
psychological therapies is more limited.
What about the therapeutic relationship?
There is consensus among all therapeutic modalities that the therapeutic relationship is 
central to positive outcomes. The NICE Guidelines on Depression highlights the 
importance of the therapeutic alliance in ensuring good outcome. Trepka et al (2004) 
has showed that therapeutic alliance and compliance are both related to outcome for 
CBT for depression and furthermore that the association between outcome and 
alliance is stronger than that with competence. Nadelson (1987) points to the 
importance of the human context, warmth and non-judgemental acceptance in the 
therapeutic relationship. He argues that this, together with a therapist’s ability to 
respond to patients in an individual and creative way is pivotal to therapeutic change. 
Further critique of CCBT is related to this- in that it does “not allow for clinical 
intuition and nuance, assessment of behaviour, and non-verbal emotional expression, 
nor do they foster a therapeutic alliance between client and therapist” (Taylor, and 
Luce, 2003, p i 8).
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My view is that people are complex multifaceted beings. Sometimes there will be a 
need for patients to have the personal time and space to explore their issues in some 
level of detail before going on to pragmatic problem solving. In the CBT sessions I 
have observed, clients have been allowed the space and time to share and reflect on 
their personal stories that are causing them emotional pain and difficulty. Even when 
limited to 6-12 sessions there is likely to be some degree (albeit minimal at times) 
some space for this. I am left wondering what happens to this when a purely CCBT 
approach is used? Where do clients go to process some of this material? Considering 
this I am more in favour of CCBT being used as an adjunct to therapy- as Marks et al
(2003) suggest - a “clinician extender” rather than a “clinician replacer”.
A critical stance
My personal concern is that CCBT packages further locate problems within the 
individual. In this sense use of CCBT alone may further pathologise the individual by 
not being able to respond to socio-political and cultural factors that are significant 
predictors of depression. Change therefore becomes even more focussed upon the 
individual rather than examining and raising a platform for a discussion of broader 
socio-structural inequalities, including issues to do with unemployment, poverty and 
housing that may contribute significantly to the mental health and well-being of 
individuals. As Rogers and Pilgrim point out “class remains a predicable correlate of 
mental ill health. Basically the poorer the person is the more likely they are to have a 
mental health problem” (2005, p47). Taking a critical position is central to my 
thinking in relation to mental health. Whilst the discipline of critical and community 
psychology attempts to address such factors implicitly (Fox and Prilleltensky, 1997), 
other traditional therapeutic approaches (including face-to-face CBT) at least allow 
some reflection on the possible social problems that may negatively impact upon the 
individuals’ emotional well-being. CCBT however has no resources for offering this 
which may leave an individual experiencing further disempowerment and depression.
Summary and Conclusions
There is clearly a case for the providing therapy in Primary Care in less time intensive 
formats given that demand for therapy for common conditions including anxiety and 
depression outstrips the supply of therapists able to offer appropriate treatments within
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the NHS. CCBT is strongly supported with an evidence base for its effectiveness and 
clearly may be of benefit to patients currently waiting for CBT treatment for minor 
mental health problems. However my feeling is that CCBT seems very much targeted 
to a select group of patients -  those who are highly motivated in helping themselves to 
change and who present with less complex depression and anxiety. Also there is some 
concern regarding the suitability of CCBT to patients from different Black and 
Minority Ethnic backgrounds, to older people and to those who are not comfortable 
using computers or who may not be able to access CCBT due to including hearing 
difficulties, visual impairments or reading difficulties. More research in this area is 
clearly needed to access the suitability of CCBT to these groups and to those 
presenting with more complex issues including co-morbidity. In addition there is some 
concern about the lack of therapeutic alliance and the lack of opportunity for “being 
heard” which may leave some patients feeling “left to their own devices” which may 
be a potential concern when considering risk issues. This paper highlights the need 
for a consistent, more formalised assessment procedure to be implemented for 
assessing patient suitability for CCBT. This may need to given some consideration to 
issues relating to social support, patient preference and issues around social 
inequalities and social problems that patients are faced with. Following on from this, 
care providers need to ensure that the Stepped Care model is appropriately adhered to 
so that patients using CCBT are monitored and followed-up and offered more 
intensive treatment if necessary.
Finally, CCBT should not simply be used to reduce costs and resources within the 
NHS. It should primarily be used to improve access to good quality, effective 
treatments to patients whilst remaining sensitive to clients’ needs and personal 
preference.
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Overview
The provocative question posed in the title of this essay raises a range of issues in the 
mental health arena and wider issues concerning human rights of individuals and 
ethical issues relating to choice, autonomy, coercion, and the protection and safe­
guarding of individuals at potential risk of harm. These are just some of the issues are 
addressed in the essay. A brief background to Assertive Outreach (AO), including its 
origins and rationale is required to place these issues into context. I will also consider 
briefly the effectiveness of AO and some of the issues concerning outcome which 
have been raised in evaluating this approach, particularly what is important or 
constitutes success and for whom? This is relevant as I will consider the service user 
perspective in detail in assessing how assertive outreach is experienced. I will also 
draw upon the writings of critics of the model who are vehemently opposed to it for 
precisely its ‘stalking’ like qualities and its paternalistic overtones.
Why I chose this essay
I chose this essay because I knew relatively little about AO. I felt it would help me to 
broaden my knowledge base of tertiary level mental health services. Also based on 
the little I did know about AO I had made the assumption that it was overall a positive 
framework for working with people with severe mental health problems, as it seeks to 
engage clients who are in need of treatment but could not access it for one reason or 
another. My understanding led me to assume that AO was a useful service. I felt that 
this simplistic understanding could be developed through this essay. Furthermore, I 
have always had an interest in working with people and communities who might be 
construed as being ‘hard to reach’, for example, people from Black and minority 
ethnic (BME) backgrounds and other groups of people who might be ‘socially 
excluded’. AO has been developed to work precisely with such groups and there 
appears to have been some fairly innovative work in this area, for example, with Black 
young people in London (e.g., Greatley and Ford, 2002, cited in Sainsbury Centre for 
Mental Health/NIMHE, 2004). Writing this essay has given me the opportunity to 
explore the potential value and the potential pitfalls of assertive outreach in some 
detail. In doing so I have also been able to reflect on how I may want to work with 
people with mental health problems within the community and the challenges that I 
may face both personally and professionally.
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Background 
Origins of AO
AO has its origins in the United States and was originally developed as a response to 
deinstitutionalisation. Stein and Test (1980, cited in Bums and Firn, 2002) are 
considered to be the pioneers of this model which they called Assertive Community 
Treatment (ACT). This approach focused on stabilising clients living conditions 
through monitoring compliance to medication and offering support and skills training 
in daily living within the community by a well-staffed multi-disciplinary team.
Although post-war UK had seen a gradual move towards Community Care, in the UK 
the 1990 NHS and Community Care Act (Department of Health, 1990) led to a 
definite shift in care being provided by institutions to provision within the community. 
Legislation saw the official progression from institutional to community focused care 
which gave rise to a range of changes in how care was delivered. One of these was the 
Care Programme Approach (CPA) which aimed to standardise services and target 
individuals with severe mental health problems. This required a comprehensive 
assessment of health and social care needs, while maintaining the focus of community 
based care. Community Mental Health Teams (CMHTs) which aimed to deliver 
mental health needs within the CPA were found to be inadequate for large numbers of 
people with severe and persistent mental health problems.
Unmet need
The Sainsbury Centre for Mental Health (SCMH, 1998) ‘Keys to Engagement’ report 
reviewed the care for people with severe mental illness who are difficult to engage. 
The report estimated that approximately 14-200 people in per 100,000 of the adult 
population fell into this category. The research found that both client characteristics 
and service characteristics contributed towards the failure of people to engage with 
services. The report noted that client characteristics included suspicion of statutory 
services, often based on upbringing or personal experience including negative staff 
attitudes and the experience of racism. Services may have failed to engage because of 
their focus on immediate outcomes or on medication compliance alone or poor staff 
training, lack of time and resources to engage (SCMH, 1998). Other contributing 
factors relating to difficulties engaging may include societal attitudes around mental
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illness and the negative impact of stigma upon individuals accessing mental health 
services and a difficulty of some individuals in accepting a diagnosis of mental illness. 
As noted above the needs of clients may be complex. Clients may need support in 
other areas, including substance misuse and offending which often require specialist 
input that generic community mental health teams may not be able to provide due to 
limited time and stretched resources (SCMH, 1998). In order to fulfil this need the 
report advocated the use of AO as a core service model to work specifically with these 
groups.
Rationale for Assertive Outreach (AO)
In 1999 the National Service Framework for Mental Health (Department of Health, 
1999) introduced Assertive Outreach as a key intervention to better engage hard to 
reach groups of people living in the community with a serious mental illness (namely, 
schizophrenia and major affective disorders). The Sainsbury Centre for Mental Health
(2004) reports that AO was set up with the aim to improve engagement of this client 
group, reduce hospital admissions, and reduce length of stay in hospital, improve 
clients social functioning, increase stability in the lives of clients and their families 
and be cost-effective. The report recommended that all health authorities with a 
sufficient client base should have one or more AOTs.
AO is targeted for people who have difficulty engaging with services but have 
complex mental health needs which often require repeat admissions to hospital. 
Usually these clients are on the enhanced level of the Care Programme Approach 
(CPA) or at risk of losing contact with services. Assertive Outreach Teams (AOTs) 
are typically made up of a multidisciplinary team and take a case sharing approach to 
meet the wide range of needs of clients. Team members often include nurses, social 
workers, psychiatric nurses, a psychiatrist, occupational therapist and often a clinical 
psychologist. Some teams may also additionally have a user development worker to 
help ensure that the service user perspective is taken in account in decision-making 
processes and as a presence in challenging staff attitudes. Treatment is long-term, 
intensive and is most often delivered ‘in-vivo’, in the community. AOTs generally 
offer an out of hours service, with some operating 24 hours a day (on-call), 7 day a
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week. Team members generally have a protected caseload of 10-15 clients as work is 
intensive and clients may be seen on a daily basis.
The interventions AOTs provide are wide ranging and comprehensive, and take into 
account clients’ mental health, social, housing, financial needs. AOTs help clients to 
manage their medication, provide practical support with daily tasks, and support with 
general health care and help with housing, education and employment and accessing 
leisure services. Some services also provide psychological therapies to clients.
AOTs may also work with specific communities for whom mainstream services have 
been difficult to engage with. These include specific teams to work with particular 
BME communities, specific age groups (with some teams specifically set up to work 
with adolescents), clients with a dual diagnosis (i.e., substance misuse and severe 
mental illness), and homeless people.
How effective is AO?
There is a good evidence-base for the effectiveness of AO which is perhaps why it has 
become so widely endorsed both in the UK and abroad. Marshall and Lockwood’s 
meta-analysis (1999, cited in Gillespie et al, 2004), one of the principal reviews 
indicated that clients were more likely to remain in contact with services, had fewer 
admissions in hospital and spent less time there, were more likely to be living 
independently, more likely to be employed and more satisfied with their care 
compared to those in standard care. However Marshall and Creed (2000) noted that 
the evidence was less clear as to whether there were significant improvements in 
psychiatric and social functioning and if AO services were in practice more cost 
effective than standard care. Culturally appropriate ACT services have also proved 
encouraging in terms of demonstrating similar outcomes (e.g., Yang et al, 2005), 
including high satisfaction rates and significant improvement in alleviating psychiatric 
symptoms among ethnic minority groups with a severe and persistent mental illness.
High levels of success have been associated with fidelity to the ACT model. Mingella 
et al (2002) points to research that shows that fidelity to the ACT model relates to 
client outcomes with high fidelity programmes demonstrating greater effectiveness in
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reducing hospital admissions. They also make an important point about what it is that 
constitutes success in AO. They suggest that for clients it may involve having their 
benefits clarified and dealt with and for practitioners the focus may concern engaging 
with clients who have previously disengaged from services. A far different outcome 
may be important for purchasers and planners who are likely to measure success in 
terms of reduced admission rates and medication concordance. These differences 
need to be acknowledged in measuring the effectiveness of AO and should incorporate 
the client perspective. Perhaps we need to consider all of these aspects in evaluating 
outcome and measuring success.
The relevance of outcome and measurement of success to this account is directly 
related to the ‘therapeutic stalking vs. creative resource’ question. In order to assess 
which of these labels is most appropriate, there needs to be evaluation criteria set up 
which can measure what a ‘creative use’ of resources actually constitutes. Similarly, 
the notion of ‘stalking’ also requires some discussion in order to assess its 
appropriateness here. I intend to do this in the body of the essay, especially in relation 
to the notion of engagement, as this is a central feature of AO work.
The notion of engagement
Engagement is central to AO and has been given much attention in recent years 
(Gillespie et al, 2004; Meaden et al, 2004; Priebe et al, 2005). It is important to 
consider what engagement actually is in considering the research question. Meaden et 
al (2004) found that important engagement factors that led to a reduction in hospital 
usage included perceived usefulness of treatment, client-therapist interaction, 
collaboration and openness about one’s difficulties. Clients considered these far more 
important engagement factors than appointment keeping and medication compliance. 
Somewhat similar engagement factors were identified by Addis and Gamble (2004) 
from the perspective of nurses in an AO setting. These included having time to get to 
know the client, connecting with the client (involving lengthy and repeated visits), 
working at the client’s own pace and relating to another as a human being and not just 
as a client. This would seem to imply that it is the therapeutic relationship between 
the client and members of the team that is important.
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Bums and Fim (2002) have classified 3 types of engagement related activity- 
categorised as the constructive, the informative and the restrictive. The constructive 
approach uses collaborative and negotiated strategies where patients are encouraged to 
express their own needs and agendas. Where this becomes difficult it becomes 
important to engage the person at their level -  by providing assistance or problem 
solving or assisting with benefits. The ‘informative approach’ may be used with a 
client who has disengaged or is at risk of doing so and as described by Burns and Fim 
(2002), involves a range of indirect monitoring and observation techniques. These 
include seeking the views of family members on their relatives; seeking out third party 
sources to obtain information on the clients’ whereabouts, routine, places frequented 
and friends. In addition, home visits when the client is not in are common, looking in 
through the window, checking for piles of unopened letters, talking to neighbours, 
making enquiries with the housing/council to find out if the person is in rent arrears 
have also been reported. This approach certainly seems very similar to stalking-type 
behaviour. After periods of attempted engagements and information gathering the 
restrictive approach is put into place which means use of statutory powers under the 
1983 Mental Health Act. These forms of engagement clearly lend themselves to a 
stalker view of AO. However engagement also requires a therapeutic relationship 
based on reciprocal tmst- something that is evident in much of the AO literature. As 
discussed earlier the therapeutic relationship has been reported by clients as especially 
important in service provision and engagement appears to be central to this.
The nature of therapeutic relationship
Clearly the therapeutic relationship seems key to engagement and in these studies the 
relationship appears to be reciprocal- where both client and health professional are in 
some agreement to the relationship taking place. It is interesting to consider how 
engagement works if clients actively did not want to engage as there would not be any 
basis for a therapeutic relationship. This is an issue I will return to. The therapeutic 
relationship seems an important part of engagement process. For example, Priebe et 
al (2005) examined why clients disengage from mainstream services and why they 
later engage in assertive outreach. Reasons for disengagement included the desire to 
be independent and autonomous, lack of active participation in treatment decisions 
and poor therapeutic relationship especially when clients were hospitalised. Factors
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for engagement were closely related to the therapeutic relationship. These included 
increased time and commitment of AO workers including staff willingness to listen to 
problems which allowed for the potential to build mutually trusting relationships. The 
support offered did not only focus on medication but included social and practical 
support which was highly valued by clients. Social interventions (e.g., housing, 
benefits and social contacts) have previously been demonstrated to be key elements to 
the engagement of clients in AO (Watts and Priebe, 2002). This way of working very 
much centres on the whole person and the many facets of their lives. AO seems to 
allow for this due to its very nature and structure. Providing this kind of service may 
be difficult to do in a different setting, for example within a community mental health 
team where resources are greatly stretched and staff to client ratio is often high. In 
Priebe et al’s study (2005) patients also experienced being active participants in 
therapeutic decision-making. This was central to why some people engaged. Clients 
felt they were not simply reduced to their symptoms as the comprehensive approach 
afforded by AO enabled people to regain control of their lives in personal, practical, 
social and occupational domains. Priebe et al (2005) argue the sense of autonomy can 
actually be strengthened if people are encouraged to be active collaborators of their 
health care. Whether this is actually the experience of service users however needs to 
be examined. Does AO promote autonomy and independence or is it experienced as 
coercive and controlling in the eyes of the user?
What do service users want?
Much of the research relating to outcome in AO has concentrated on reductions in 
hospital admission rates. Addis and Gamble (2004) has expressed criticism of this 
reductionist approach in assessing AO as it attempts to break clients down into aspects 
of clinical measurement- such as medication compliance, length and reduction in 
hospital stays. A useful indicator of success might be to consider the service user 
perspective. Perkins and Repper (1998) cite Read (1996) on what service users want 
from services- this includes choice, accessibility, advocacy, income and employment. 
AO appears to have the capacity to fulfil all of these through the wide range of 
resources it has available perhaps to a greater extent than mainstream services.
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Many recent studies have looked at aspects of AO that client’s value and want from 
such services. Evaluation studies have generally shown high levels of client 
satisfaction of AO (Minghella et al, 2002). It seems that clients do value the model 
adopted by AO that involves a team approach bringing with it choice, variety and 
stability of service contact. Some studies (e.g., Mingella et al, 2002) have shown that 
clients in fact wanted more of an AOT service with more workers, more hours and 
more activities available, and were dissatisfied about the lack of availability of the 
teams outside of office hours. This implies that people engaged in AO view it as 
largely beneficial in promoting recovery in their lives. It seems quite distant from the 
essay questions’ suggestion of AO as stalking, as clients would not want more of 
something that they perceived as “stalking”. However one has to be cautious that 
people taking part in AO user satisfaction studies are likely to be those individuals 
who have engaged with a service, and generally have had positive experiences of it. 
The views of clients who have not managed to engage or have disengaged with 
services remain less unknown.
Many studies examining services users experiences of AO would appear to support 
both arguments suggested in the essay question. AO does appear to employ creative 
resources to engage people with the aim of actively promoting recovery. At the same 
time these studies also can be used to show that AO can be overly intrusive and does 
employ stalking- like techniques. For example, McGrew, Wilson and Bond (2002) 
asked clients what they least liked about ACT. Only 2% of the sample reported that 
they experienced over-intrusiveness -  however the same proportion reporting that the 
frequency of services was not enough. More recently Krupa et al (2005) looked at a 
service user perspective of ACT using focus groups. Clients valued the ACT 
approach for its individualised style as it responded to clients based on their level of 
need at any given time. So for example, when clients were in need of more support 
they received it. Clients also appreciated the therapeutic relationship with the team as 
it filled a social void in the lives of clients whose social life was limited (and often at 
no financial cost to the client). Having someone who knew them well was regarded 
positively as it meant they could rely on staff to recognise and act quickly when there 
were signs of deterioration as well as assisting them in managing crises when they did 
happen. Clients seemed to find this reassuring. They also valued the ACT in
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encouraging personal growth and change by fostering self reliance and independence 
and active participation in ones’ own wellbeing. Clients also felt that ACT had 
assisted in social inclusion- although this had its limitations in that activities made 
available to them were likely to be restricted to the mental health community rather 
than the wider community. Also although the impact of poverty and its associated 
problems were somewhat eased through engagement with ACT (via education and 
employment opportunities) it did not go far enough in doing this and there was a lack 
of consideration for wider social systems and their impact upon the individual. Krupa 
et al’s (ibid) research also highlighted other tensions that have been documented in the 
literature elsewhere. These included that the ACT were seen as a threat to hospitalise, 
with a client even reporting having been coerced into medication compliance with the 
threat of hospitalisation looming over him. The authors described there being a fine 
line between assertion and control where staff could be authoritative and intrusive, 
especially in relation to finances and medication. They suggest that some of these 
authoritarian practices may be due to individual staff rather than the ethos of the 
approach. They highlight some important issues and structures that need to be in 
place to minimise the risk of this happening. This includes staff training and 
evaluation, supervision, and the use of a team approach to ensure that personal dignity 
and respect for clients underpins practice.
The nature of stalking
It is necessary to visit the literature on stalking in addressing the research question. 
Graham (2006) argues that clients who have disengaged from services may indeed 
experience assertive outreach employed by staff akin to stalking behaviour rather than 
therapeutic care. Sheridan (2000) notes that the Protection from Harassment Act 1997 
(England and Wales) does not define stalking, but rules that a person must not pursue 
a course of conduct which amounts to the harassment of another person. The act does 
not define harassment, however alarming or causing distress is considered to be 
harassment. Its interesting to note that no intent is required. Therefore any unwanted 
behaviour can amount to harassment, although its effects upon the victim determine 
whether a course of conduct amounts to ‘harassment’. On this basis it is possible that 
some AO activity might be experienced as harassment especially if it is unwanted and 
causes distress to the individual.
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Speight and Denoul (2005) take this further and have compared stalking behaviour 
activity with assertive outreach activity. They noted stalking behaviour to include- 
sending the “target” unwanted notes/letters uninvited visits on a regular basis; refusing 
to accept that a prior relationship is over; constantly watching or spying on the target; 
persistently driving past the targets house; loitering in areas the target frequents and 
making threats. AO activity had many parallels- including repeatedly phoning or 
visiting the client after being asked not to do so; reporting seeing clients in town; 
checking through window, postbox; expecting the client attends CPA review 
irrespective of their wish; eliciting information on the client from families and other 
professionals; drawing attention to the client by visiting routinely and threats of 
sanction for non compliance. There clearly appears to be a lot of similarity in these 
activities. I feel that viewing these two types of activity in isolation is on some level 
meaningless, and that similar parallels could be drawn between being sectioned under 
the 1983 Mental Health Act and being the victim of a kidnapping.
Stalking implies a negative behaviour/activity that is imposed upon a person where 
they are indeed intruded upon and their privacy and personal space is invaded. It is 
not usually something that is beneficial to the person being stalked, and almost 
certainly is not done with their best interests in mind. It usually is considered to 
negatively impact upon the person and their quality of life. The nature of therapeutic 
stalking however implies some benefit is intended or gained for the recipient. Given 
that, assertive outreach could indeed to be seen as a form of therapeutic stalking. 
Even though it may be well intentioned and done with the clients’ best interests in 
mind, some clients may not want this relationship and may be actively averse to it. 
However to call this type of activity therapeutic stalking however is placing a highly 
loaded and emotive label on something that is a complex and difficult issue, and it 
may be useful to consider some of the ethical issues in considering this further.
Ethical dilemmas in AO
In thinking about the essay title it is useful to refer to the ethics literature around AO. 
Stovall (2001) considers AO in relation to ethical principles of personal autonomy, 
beneficence, non-malificence and justice. He purports that personal autonomy has to
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be overridden when considering the best interests of the client and that AO techniques 
can be potentially coercive and intrusive at the expense of autonomy and 
collaboration. He points out that intrusiveness comes into several aspects of care 
including medication monitoring and money management. However Williamson 
(2002) is critical of this position in suggests that mental health professionals can use 
some of these ethical principles, for example, beneficence, to favour their position in 
the mental health system whereas clients are more likely to value principles of 
personal autonomy and non-malificence.
Williamson (2002) notes two central ethical considerations of AO. These are the 
rights for clients to refuse services and the issue of consent vs. coercion. Williamson 
points out that some authors feel that there is an occasional need to go against clients’ 
autonomy for their own benefit and that of others. He cites Bond et al (2001) who 
state that AO helps clients to avoid hospitalisation which would further negatively 
impact upon clients’ choice. Williamson is critical of their position and sees it as a 
weak argument unsubstantiated by the evidence on AO and client satisfaction. He 
points out that even Test and Stein (2001, cited in Williamson, 2002) the pioneers of 
ACT have acknowledged that early ACT services may have been paternalistic and 
non-collaborative -  although they argue that this in no longer the case with there being 
a greater focus on collaboration with service users in their own care.
Other critics include Spindel and Nugent (2000) who argue that ACT actively 
promotes disempowerment and powerlessness of clients by stripping them of their 
rights to privacy and autonomy. They felt strongly that ACT can contribute to the 
alienation of clients in the local community. Another staunch critic is Gomory (2002, 
2005) who argues that “the deprivation of autonomy and freedom is increasingly seen 
as a therapeutic tool rather than a human rights violation” (2002, p i4) and presents a 
compelling critique of the ACT model in the United States. He argues that coercion is 
a vital part of the ACT model claiming that it takes a condescending and paternalistic 
attitude towards clients. He cites Diamond (1996, Gomory, 2005) who states that 
ACT was designed to do for clients what they could not do for themselves and where 
staff expertise was valued above that of clients. He takes the example of helping a 
client to gain employment -  where it is often a staff driven value placed on the client
32
rather than about client choice. From having reviewed some of the user-focused 
literature on AO however, it appears that clients want help in gaining employment. 
Gomory (2005) is also critical of ACT in its ‘doing to’ clients approach with the main 
focus of on medication. He cites Moster and Burti (1989) who found that a lack of 
space to talk about ones’ experiences and a focus on medication was the experience of 
clients. In short Gomory (2005) argues that ACT is a long-term, expensive and 
potentially unethical intervention with a flawed evidence base.
Gomory (2002, 2005) is clearly very critical of the AO approach in the United States. 
However much of the research he quotes is dated and I would further question its 
relevance to the AO model employed today in the UK. User involvement is now high 
on the agenda in the mental health arena and I doubt mental health professionals 
working in AO are able to avoid user involvement issues in their daily practice. This 
move towards client centred practice aims to foster collaboration and mutual respect, 
and client choice. Additionally many AOTs have links with user groups that 
encourage awareness of user interests and concerns.
I feel that the arguments presented by these critics of AO are not fully supported by 
more recent evidence that AO works and is largely experienced positively for clients. 
The approach they describe seems to have more in common with the old traditional 
models of care that were steeped in the paternalism of the formative years of mental 
health care, not the collaborative, monitored, regulated and audited approach of today. 
Surely the best judge of the approach is how AO is received by those it is intended for. 
On the whole this user satisfaction research is positive -  although one has to bear in 
mind that people who are dissatisfied with such services and have disengaged or not 
engaged at all may be those whose views are not expressed in the research literature.
Conclusion
My view is that how clients perceive and experience AO is central to the essay 
question -  clearly clients who do not want to engage will feel that they are being 
harassed and stalked. Furthermore the essay question simplifies what may be quite a 
complex process- it may not be a ‘one or the other’ situation in that AO is experienced 
as stalking or as helpful. Rather, clients may experience both these at different times
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depending on what is going on in the client’s life on a day-to-day basis, including their 
mood, their mental health status and other pressing concerns they may have. 
Furthermore, the delivery of AO is important is considering how it is received. 
Stovall (2001) suggests minimising the risk of ethical violations by educating clients 
and staff, having clear goals, team-working, working on establishing a long-term 
relationship based on respect and collaboration. These are useful considerations for 
AOTs to bear in mind.
If AO was stripped of its context and the guidelines and regulatory frameworks that it 
works within then it is quite plausible to call it therapeutic stalking would be to give a 
simplistic label to a highly complex relationship. Given that AO works within 
frameworks of dedicated guidelines and is negotiated and monitored both at a micro 
(i.e., team) and macro level and the increasing popularity and influence of the user 
involvement movement this may serve to mitigate any charges of therapeutic stalking 
or misuse of power. There is also a fundamental issue here about care-giving and 
individuals receiving care which requires a degree of trust and the continuance of 
ethically sound judgements. Where this trust has been broken down or not been 
established in the first place AO may well be perceived as therapeutic stalking 
regardless of its intention, but this perception needs to be regarded in the context of 
the factors discussed in this essay.
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Problem Based Learning Reflective Account 1,
The relationship to change
Year 1 
March 2006
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The Original Problem
The Problem Based Learning (PBL) exercise was based on the topic ‘The relationship 
to change’. We were put into a group with 6 fellow trainees from our cohort and 
given 6 weeks to organise a presentation based on this theme. This reflective account 
takes into consideration the process of the PBL exercise and my reflections upon it 
since that time including the impact it has had on my thinking in respect to my work 
with clients.
Personal Reflections upon the Group Process
In our first session we were all a bit confused about what it was we were supposed to 
be doing and why we were brought together to work in this way - a way of working 
and learning which was new and unfamiliar to many of us. We sought guidance from 
our facilitator quite a lot in the first 2 sessions and as a result our discussions were 
very much influenced by his suggestions. This led onto discussions about cultural 
influences in relation to change as several group members had been influenced by 
diverse cultural experiences. However by the third session it became apparent that not 
everyone felt comfortable with this focus and we began more frank discussions about 
what change meant to us as individuals and how we could use this as a basis for the 
PBL task.
By the end of this third session we collectively began to claim ownership over the 
group and of our own ideas about the task at hand. This was our first session alone as 
a group in which we were left to our own devices without the presence of our 
facilitator and it was in this session we felt able to make our own mark upon the 
group. Early on the presence of our facilitator felt a bit constraining in that we felt 
pressured to think about ourselves and our relationship to change from a particular 
focus. Perhaps this was necessary (including the ideas and suggestions from him) at a 
point when we were unsure of the task at hand. Also I think we were cautious about 
what we could say in front of him as we perceived him as “other”, not one of us, but a 
senior. Interestingly over time this position has changed, and certainly my perception 
(and I suspect that of others in the group) has changed in that I have come to value his 
role in our discussions in encouraging us to think expansively, challenge our views
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and preconceptions. Personally I have found this particularly useful and thought- 
provoking in helping to push my own “thought-boundaries” and observing this being 
pushed in others. I believe that his role in this has been particularly valuable and 
necessary is challenging somewhat conventional and conservative thinking among 
group members including issues around choice, user involvement, and challenging the 
notion of professional as expert.
Our personalisation of the PBL exercise made it more meaningful and relevant to us. 
However as we were very much in the early stages of getting to know one another 
sharing our own personal experiences felt quite challenging to me - as I didn’t know 
the group and they didn’t know me. I wondered if it was ok to share with them and 
felt cautious and about doing so. As our discussions developed, we began to feel safer 
in the group, and as others shared, I felt more comfortable with sharing my own 
personal experience. This personalisation with the task reflected what was important 
for us rather than attempting to construct our thinking around a collective theme or 
issue around change. Also it fostered a shared respect among the group for our own 
“expert knowledge” based on our own personal experiences. With this in mind we 
developed a presentation where 4 members of the group shared some personal aspect 
of change, 2 members narrated the presentation and added some theoretical links, and 
one member reflected upon the whole group process of the PBL.
In hindsight I wonder if our chosen method of working provided a too safe and 
comfortable option for us in some way - as it allowed us to stay in our own individual 
comfort zones”. I say this because I don’t think it challenged us greatly in the way 
we had to work together- we did not have to negotiate roles and compromise with one 
another. It easily fell into place and each individual found their own position and role 
within the group in relation to the task at hand. I can see the benefits of this- in that 
we worked well together and were free from conflict- as each of us was able to forge 
out a role for ourselves that we were happy and comfortable with- roles that we 
weren’t pressured into. For example, a couple of us were not comfortable about 
sharing our own personal stories of change -  this was accommodated for and roles 
were found where these individuals were able to contribute with their strengths, for 
example, by putting together the presentation on PowerPoint and taking over the role
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of narration. However, I realise it is not always going to be this easy or 
straightforward when working with other groups and teams where individual roles 
might not afford respect and value in the same way and where professionals from 
other backgrounds may have different agendas. Overall I think our chosen way of 
working was important for us as it was the first time in our working together and it 
probably needed to be safe in this way. Personally however I do hope we develop into 
a group who can challenge one another’s ideas, push further the boundaries of what is 
comfortable and safe for us, and perhaps even engage in some positive risk-taking in 
future PBL exercises- after all this is something we encourage with our clients, why 
not then in ourselves?
Working on the PBL also highlighted the need to be adaptive and inclusive. We had a 
new member join our group on our forth week- we had been expecting someone to 
join us. By positioning ourselves in her shoes I think we could empathise with how 
she may have been feeling- nervous and excited perhaps as we were on our second 
day. We all took steps to update her on our discussions, involve her in the task and 
make her feel part of the group.
The Impact on Our Therapeutic Work and Assumptions about Change
Our content and subsequent reflections on the relationship to change for the PBL task 
has made me think about my own work with clients and issues involving change for 
them since being on placement. The issues raised below are central in my thinking 
around this.
The need for change
“Having therapy” implies a need for change. I think that most therapeutic approaches 
would agree with this. Personally I have some problems with this in that it can lead to 
a focus upon change solely at the individual level where there is perceived to be some 
deficit or problem within the individual seeking therapy that needs to change. The 
placement I’m in currently has a strong narrative stance where the emphasis is on 
working with people’s strengths and their resources, rather than attempting to change 
something perceived to be inherently wrong, or address some sort of deficit within 
them. I really like working with this approach as it acknowledges the client as the
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expert of their own life and helps to empower individuals to find their own voice 
(Freedman, and Combs, 1996).
Through working on placement I have also come to realise that even when a client 
wants to change and there is motivation for change, there is still the issue of how 
exactly this is going to happen, as there may well be difficulties and obstacles, and 
expectations involved. For example, in my own work on placement this has been 
particularly apparent to me with one client who has expected me to change her, and to 
tell her what’s wrong and how to ‘fix’ her life. I have found using a narrative 
approach somewhat challenging at times with this client precisely because of its non- 
prescriptive way of working.
Acceptance of change
The usefulness of mindfulness in coping with change has been important to me in my 
own life. Mindfulness based therapeutic approaches have gained a lot of popularity in 
recent years. I have been pleasantly surprised to see so much interest and enthusiasm 
for such approaches among clinicians within my placement locality. Such approaches 
work on the basis where feelings, sensations and thoughts are noticed and accepted as 
present experience, with a developing appreciation of the transience and 
impermanence of mental events (Kabat-Zinn, 2005). Principles of mindfulness have 
been incorporated into CBT for depression and are developing a good evidence base 
for their effectiveness (Segal, Williams and Teasdale 2002). This is an approach I am 
keen to explore as a therapeutic tool in my own work with clients as I feel it holds a 
lot of potential in helping clients to manage specific psychological distress and more 
generally their own relationship to change.
Control over change
An additional issue raise through the PBL exercise was the issue of whether one has 
control over change or not and how this impacts upon adapting to change. We may 
assume that it’s easier to deal with change when one has control over it. Even when 
change is desired or instigated (by ourselves or our clients), it often is and can be a 
difficult and traumatic process just as much as when change is forced and inevitable. 
We had this realisation in one of our PBL discussions when sharing our own personal
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experience of change and I have been reminded of this through my own work with 
clients.
Some general therapeutic considerations
The PBL exercise mirrored some of the therapeutic skills we use with our clients. 
This included the importance of being heard and providing a safe space for sharing 
and listening. At times we sought reassurance and validation of our accounts and 
experiences from one another. We also respected one another’s boundaries by not 
pushing for more information within the group- as we wouldn’t with our clients. Also 
sharing our personal stories with one another involved respecting confidentiality 
within the group. This was inherent in our thinking and allowed us to develop a safe 
space for us to share personal experiences.
A Personal Reflection
I did encounter some personal frustrations with one particular member of the group 
who I felt had a tendency to put across her views with great force and with a desire for 
us to do things her own preferred way. I experienced at times not feeling heard or 
listened to by this member. I found this particularly frustrating at times especially as I 
was the Chair for the 6 week duration. I felt my position as Chair was undermined on 
a number of occasions in the sessions by this colleague who I felt was frequently 
disruptive and dismissive of my position. I do think there is a need for group 
members to learn to acknowledge that their own position and perspective (mine 
included!) is just one of many and that there is not necessarily a right one. In terms of 
my own learning needs I think I need to learn to assert myself more and take greater 
risks in terms of expressing my own views as I’m aware that I do find it difficult to 
take part in discussions -especially when I feel others are more dominating. I think 
this learning will form an important part in my development and training as a Clinical 
Psychologist.
References
Freedman, J and Combs, G (1996) Narrative Therapy: The social construction o f 
preferred realities. London: W.W Norton Company.
43
Kabat-Zinn, J. E. (2005). Full Catastrophe Living: Using the wisdom o f your body 
and mind to face stress, pain and illness (2nd edn). New York: Bantam Dell.
Segal, Z. V., Williams., & Teasdale, J. D. (2002). Mindfulness -based cognitive 
therapy fo r  depression: A new approach to preventing relapse. New York: Guilford.
44
Problem Based Learning Reflective Account 2;
Child protection, domestic violence, parenting and 
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Overview
In this account I will give some background to the problem based learning (PEL) task 
we were faced with and how we organised ourselves around the task and the 
presentation. I will consider some of the dynamics of the group and the issues 
encountered on both a personal and group level in approaching the problem. I will 
also consider how this impacted upon our learning both on an interpersonal level and 
in terms of my clinical work.
The original problem
The PEL task was introduced in our first case discussion group (CDG) at the start of 
the second year. We had 3 facilitated sessions and 3 additional sessions to work on 
the PEL exercise prior to the presentation. The problem focused around a case of 
child protection, domestic violence, parenting and learning disabilities. The case was 
about twins who were placed in foster care having been on the child protection 
register under the category of emotional abuse and neglect. Mrs. Stride, the mother 
was described as having a learning disability and Mr. Stride had attended a school for 
people with special needs. There were also issues of domestic violence as Mr. Stride 
has physically assaulted his wife on occasions. Financial hardship, mental health 
issues (Mrs. Stride suffered with depression), and limited social support were some of 
the psychosocial issues noted. Mr and Mrs. Stride were desperate to have their 
children back with them whilst Social Services wanted the children placed for 
adoption due to concerns of neglect. The family were involved in a wide network of 
professionals including CAMHS, learning disabilities. Social Services, health visitor 
and the Family Centre. The case scenario gave the impression that the family 
received inappropriate input from the health, social care and legal sector in their 
failure to take into account the specific needs the parents with learning disabilities 
may have. We were asked to consider whose problem it was and why?
The presentation
We decided very early on to focus our presentation around a ‘news night’ programme 
format where we would present some of the pertinent issues to the case. We each 
were allocated roles of presenter, reporter, family advocate, guardian, social worker 
and 2 psychologists. Roughly 3 “roles” presented views in favour of the parents (the
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family advocate, guardian and the learning disabilities psychologist), whilst the social 
worker and child psychologist presented opposing views. The presentation included 
pre-recorded video clips of interviews conducted by a reporter with the family 
advocate, guardian, and social worker during court proceedings. Following the 
showing of the video clip the psychologists were interviewed by the presenter live on 
the ‘show’ giving psychological evidence for and against having the children taken 
into care. We each adopted the roles and presented the views that we as individuals 
were most comfortable with.
Reflections and learning points 
Issues we faced as a group early on
In our second year of training we were allocated a new case discussion group 
facilitator. We had no information whatsoever on the background of our facilitator- 
her area of work or orientation. We were eager to meet and form a relationship with 
her. Unfortunately we got off to a bad start in the first session as she did not introduce 
herself to us. Instead she immersed us straight into the PEL exercise, reading the brief 
out to us and stating how her last group (in the year above us) had approached the 
task. This directive and seemingly rigid style unnerved us as a group and we became 
quite defensive in protecting our identity as a group that had started to form. As a 
result when we met the following session without our facilitator we were very quick to 
make decisions as to how we should proceed with the task. This was useful in that we 
made a decision about how we would approach the task relatively early on -  this was 
necessary on a practical level as one of the group members was not able to be present 
for 2 of the latter PEL sessions. However in all honesty I feel we also did this in order 
to claim a stake on our group identity in fear of being ‘dictated’ to by our facilitator. 
On reflection, I now see that although there were shortcomings in our facilitator’s 
initial approach she may well have been nervous about meeting us for the first time 
and possibly had her own concerns about joining a group that was already formed.
Fortunately we soon realised that our facilitator was highly knowledgeable and 
informative as her speciality was in learning disabilities. She was an asset to our 
group having had first hand expertise of working in the field and having faced the 
similar case scenario that we now faced. We realised this very early on and towards
47
the end of our second facilitated session we were less guarded and did relax and were 
open to hearing her ideas. Her approach appeared to mirror the skills Bowman and 
Hughes (2005) identified as key for PEL tutors in modelling reasoning and facilitating 
learning. This included encouraging us to focus our questioning and thinking, 
justifying our choices and integrating and summarising information in the sessions.
Personal challenges I faced as we progressed with the task
Ey our third session together it became apparent that as a group we did hold different 
views about the case and in terms of what we as individuals considered to be the best 
course of action for the children and family. In our history as a group I feel this was 
the first time we had seriously been challenged in terms of expressing our own views 
and beliefs and hearing the views of others in the group- views that appeared to be 
radically different. Some of the views expressed by members of the group seemed 
very right-wing and extremely conservative (for example people with learning 
disabilities should not be allowed to have children). I was quite astounded by the 
views expressed that seemed blatantly discriminatory, negating and oppressive of 
people with learning disabilities. I felt stunned into silenced and was angered by my 
inability to respond and at the lack of response from others. Why had I not challenged 
members of the group who expressed such views? How was it I had been able to sit 
back in silent refuting of my colleagues?
I have since considered why I did not react. I realise that I did this to avoid conflict 
and maintain harmony in the group and not digress from the task at hand. I 
acknowledge that I am uncomfortable in situations where I am faced with potential 
conflict that may arise based on differing points of view, particularly where debates 
have the potential to get very heated. On some level I also feared that I may not be 
able to articulate my position well enough and could end up looking stupid. I am 
aware that this fear can feed my avoidance of conflict. This is something I feel I need 
to work on at a personal level as I know I do not like confrontation. A distinction can 
be made between engaging in healthy debate and outright confrontation. For me this 
distinction can be blurred and I can associate both with tension and aggression. Being 
more mindful of this distinction may help to lessen my anxieties around this issue of 
avoiding conflict and may enable me to begin to engage in some healthy debate.
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Reflections from the group
Some months on we reflected as a group on the PEL exercise. We agreed that we did 
not explore our differing views in much depth, although initially we had begun to do 
this early on in the sessions. We became task focused very early on, not allowing 
ourselves adequate time and space to think about some of the issues. I feel this was 
because we wanted to make our mark and stand firm as a group and not be ‘high­
jacked’ by the facilitator- something I think we all feared on some level. We also felt 
that it was safer for us as a group to not explore in too much depth our differing views 
in fear of this threatening the cohesiveness of our group- something we felt we had 
really begun to establish. As a group I think we prided ourselves on getting on and 
not having conflict. We also questioned whether this was about ‘respecting diversity’ 
of the group, a possible strength of our approach and the views we held as individuals 
or ‘copping out’. We asked ourselves this question because we were aware on some 
level that the extent to which we did express our views related to performing the roles 
we adopted in the PEL exercise rather than on a personal level.
It was also interesting to us how every other group made a decision about the outcome 
for the family whereas we did not. Instead we presented both sides of the argument 
and did not make a final decision. This may reflect our need to avoid conflict and 
preserve the coherence of the group- as the group was meant to be a safe space for us 
and choosing to not make a decision felt the most comfortable to us. This notion of 
protecting the group identity and maintaining the cohesiveness of the group is 
evidenced in the literature. Tuckman (1965) identifies harmony as central to the 
process of developing group cohesion arguing that avoiding conflict ensures 
cohesiveness and harmony of the group. Rather than this necessarily being a passive 
and unproductive form of group function it has been suggested that conflict avoidance 
can be an active form of conflict resolution as it may help facilitate team-building and 
create solidarity in the group (Richardson, 1995).
A clinically relevant reflection
Since engaging in the PEL exercise I have come to realise that colleagues may have a 
personal ‘hat’ that is very different to their professional ‘hat’ and furthermore is one
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that they are entitled to. This realisation came about through recent clinical work 
where I facilitated a group for people with learning disabilities with a colleague from 
my CDG whom I had issue with for some of her views expressed during the PEL. I 
was somewhat reticent about working with her on these grounds. However having 
done so I was impressed with the way she was able to engage and work with clients 
and demonstrated a deep respect for them. I’ve realised that people are entitled to 
hold personal views that may not be deemed as “politically correct” and that this does 
not necessarily have to impact negatively upon the way they conduct themselves 
professionally. Furthermore it does not have to impact negatively upon my working 
alliance with colleagues either-1 can still work effectively with colleagues with whom 
I hold different views and values to.
Evaluation
As a group and as a whole year we did not feel valued by the course team when it 
came to presenting our work. It was unfortunate that only one member of staff 
attended the presentations (and arrived quite late). Furthermore the room was not 
adequately set up for the presentations. Our group and other groups had requested 
particular resources to be made available in the room, e.g., for doing our video 
presentations. Furthermore the evaluation sheet we were given to judge each group 
had not been amended for the presentation and was based on the first year’s PEL 
exercise. Considering the length of time and effort people put into the presentation we 
were somewhat disheartened by the lack of enthusiasm and commitment demonstrated 
by the course team. On reflection we considered whether it would have been more 
productive to discuss the case in our CDG rather than focusing on an end product- the 
presentation- which was poorly attended and we felt detracted from the task at hand. 
Doing this may have allowed for greater justice to be done to the PEL exercise by 
encouraging more thoughtful, informal discussion of the many provocative issues that 
the case scenario held the potential for.
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Working with people in later life, their families, and the professional
network
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February 2009
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Overview
In this account I will give some background to the problem based learning (PEL) task 
and how we organised ourselves around the task and the presentation. I will consider 
some of the dynamics of the group and the issues encountered and evaluate the 
approach we took. I will also consider how this impacted upon my learning both on a 
personal level and in terms of my clinical work.
The Task
The PEL scenario involved a man of Russian Jewish descent in his late 60’s (Mr. 
Nikolas) who was referred for an assessment of his short term memory problems and 
his care needs. Others involved in the scenario included his ex-wife, their sons, Mr. 
Nikolas’s fiancée and his two sisters in Australia. The information presented 
suggested issues including self-neglect, depression and suspected financial abuse of 
the identified client. There were also long standing ex-marital issues and familial 
tensions.
In the information we had it was suggested that in our discussions we considered 
identifying the problem, deciding on the professionals involved and their different 
roles, issues of collaborative practice, the specific role of the psychologist, and ethical 
issues.
The PEL groups comprised of cross year personal and professional learning 
discussion (PPD) groups of six trainees in total. This was the first time that cross year 
groups had the opportunity to work together in this way. Following four allocated 
days to meet (from October - November 2008) we were required to deliver a 
presentation based on our discussions to the two cohorts and a selection of the staff 
members.
Organisation of our time
Ey the end of the first session we had identified areas of exploration and each member 
took on a task. In our first two sessions we explored and discussed the issues in the 
case. Ey the end of the second session we had decided and agreed upon the format of 
the presentation. Our latter sessions focused around discussing the pragmatics of how
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we execute this. This seemed very much to be in keeping with Bale’s (1950, cited in 
Brown, 2000) stages of group task completion whereby members firstly orientate 
themselves to the task, and then evaluate their different ideas in order to reach a 
consensus decision, and then they exert control over one another to ensure that the 
task is successfully completed. I felt that we used our time efficiently and effectively. 
This was evident by the completion of inter-dependent tasks by members within 
agreed deadlines and without any hitches.
Group process and dynamics
Only one other member and I were present for all the sessions. Others missed at least 
one meeting. This was interesting as it meant that roles had to be allocated to others 
without them being physically present- e.g., researching a particular topic or writing a 
particular aspect of the presentation. I felt particularly nervous about allocating jobs 
for people without them being present. Thinking about this I realise that I do not 
naturally like to take on a leadership/management type of role as I fear coming across 
as ‘bossy’ in telling people what to do. It’s interesting that people didn’t seem to 
mind being allocated jobs - it almost seemed that they expected this- perhaps due to 
the very nature of the PEL task. Once roles were allocated and we decided on the 
format and the focus of the presentation we met infrequently and kept in touch via 
email to update each other on our individual progress. As this was done in one’s own 
time there was less obvious group dynamic present. On the whole people were very 
cooperative and we seemed to work well together as a team.
I think as our own PPD had recently been through many changes (both membership 
losses and additions) we had yet to go through the process of renegotiating our own 
group identity. Merging then with a relatively well established PPD group did not 
impact greatly on our own sense of identity as a group. As a result there was no sense 
of competition, conflict or disagreement in the discussions based on loyalties to our 
own PPD.
Planning and preparation for the presentation
For our PEL presentation we decided to make a number of assumptions about the case 
in order to base the presentation around an intervention. After much debate, early on
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in our meetings we decided that we would make the assumption that Mr. Nikolas had 
dementia. We decided that the family wanted to be actively involved in his care 
planning and that they had agreed to family therapy. We assumed that the accusation 
of financial abuse had been discounted. As we also wanted to involve the two sisters 
in Australia we assumed that their involvement had been invited and agreed by the 
client. We made these assumptions for two reasons. Firstly, we wanted to 
demonstrate what could be possible through a particular therapeutic intervention, 
secondly we wanted to explore the relational aspects of the case both in relation of the 
client and his family and the client and the professional network. In practice we 
realised that life is rarely that straightforward and that the process of reaching the 
stage we presented would have taken months if it were even achieved. In some ways 
therefore what we presented was somewhat idealistic.
The focus of our presentation was based around a particular family therapy 
intervention. Family therapy has a relatively sparse evidence base compared to other 
psychological therapies with older people. However a review of a London Borough’s 
Mental Health for Older Adults Specialist Psychological Therapies revealed family 
therapy to be comparable to CET and psychodynamic therapy (Richardson, 2005). 
Furthermore in this study outcomes were achieved in significantly fewer sessions 
suggesting that family therapy is a cost effective intervention. In our second session 
together we role played a ‘sculpt’ based around the scenario presented. In a standard 
sculpt one family member directs the others to assume postures that depict how s/he 
sees them at a particular point in time (Duhl, Kantor and Dulh, 1973, cited in Deacon 
and Piercy (2001). Sculpting has been used as an assessment and evaluative tool in 
family therapy and can help gather information on family dynamics, perceptions and 
opinions as well as stimulate the involvement of families in therapy (Deacon and 
Piercy, 2001). It can also help family members to reflect upon and hear the opinions 
of other family members in a way that might have not been possible before.
Our role play enabled us to explore some of the family dynamics and perceptions of 
family members. This enthused and excited group members so we decided to 
incorporate this into our presentation. We also wanted to include the sisters in 
Australia as the information suggested that they were eager to have input and be
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involved. Our presentation was split into five scenes. Scene One was a phone call 
between the two sisters in Australia discussing their brother’s diagnosis of dementia 
and after care. This helped set the scene and also showed the involvement of the 
sisters from the outset. This was followed by a family therapy session of a family 
‘sculpt’ by the son. In this scene (two) Alex the son positions the social worker closer 
to Mr. Nikolas and his fiancée further away. Scene Three was a discussion of the case 
between the social worker and the psychologist. Scene Four involved a family 
therapy session towards the end of therapy. By this stage Alex, the son had somewhat 
begrudgingly accepted his father’s relationship with the fiancée, and in this sculpt he 
places her nearer to Mr. Nikolas. The sculpts also allowed space for people to reflect 
from their perspective the position they were placed in by Alex. Scene Five was a 
final telephone conversation taking place between the psychologist and one of the 
sisters in Australia discussing the progress that had been made.
In our presentation we tried to illustrate how relationships within the family system 
(and to some extent the professionals involved) can be explored using sculpting. In 
this case for example, we wanted to highlight that what one family member wanted, 
e.g., the client was not what other family members wanted. The client wanted a closer 
relationship with his fiancée and a more distanced relationship to the professional 
network, in particular the social worker. The family (broadly speaking) wanted the 
opposite for the client. The presentation aimed to illustrate how family members 
redefined and renegotiated their roles and expectations whilst also learning to 
appreciate and take into consideration the perspective of others.
Reflections and learning points
The focus of our PEL ended up being primarily on the presentational aspect of the 
task and the division of labour around this meant that in reality we spent little time as 
a group (perhaps only the first 2 sessions) in engaging discussion and debate. I feel 
strongly that having a presentation to do at the end of the PEL can be counter 
productive to the PEL in that it stifles our thinking by focusing our attention solely on 
the presentation in order to get it done. ‘Getting things done’ is at times a strength in 
itself and certainly has its place within our work, however within the framework of 
PEL I believe the process could be more explorative and process led rather than
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outcome driven. Through this one would hope that people could invest more of 
themselves, their time, emotional thought and energy, rather than just going through 
the motions to achieve a goal, which unfortunately is what it felt like at times.
Our group had some interesting discussions early on in the PEL meetings as to 
whether we should decide on a diagnosis of dementia. In the end we decided that Mr. 
Nikolas had received a diagnosis of Alzheimer’s disease and that our presentation 
would be based around a relevant early intervention in relation to this. We wanted to 
ensure that we addressed the systemic issues both within the familial and the 
professional terrain and our approach allowed us to do this to some extent. However, 
in hindsight I think our approach narrowed the focus of our thinking too much around 
a particular intervention of which we were only able to present a snapshot. Although I 
am aware that family therapy services do exist in Older Adult services (e.g., see 
Context, 77, 2005) in my current older adult placement psychology services are sparse 
and stretched over a huge geographical location and in reality family therapy is rarely 
a viable option. Also on my older adult placement I have found that older adult’s 
problems are not as neatly packaged as we portrayed them in our presentation. Older 
people have complex needs and problems often running across the lifespan that may 
only unfold as therapy unfolds. Furthermore my work with older adults has taught me 
that older people come to therapy with a life history of strengths, resources, and 
experience in addition to their ‘problems’ and that it is often easy to lose sight of this 
even for older people themselves. This is something we failed to consider as a group. 
As a result I think that our presentation was somewhat simplistic and unrealistic and 
that our discussions could have taken on more interesting dimensions had we not felt 
so pressured to produce a presentation at the end.
Evaluation of PEL
At our Away Day (January 2009) we discussed developing a PEL based around 
developing skills in debate and negotiation. This would perhaps be a more useful 
PEL task which would encompass the development of skills in addition to those used 
within a therapeutic context, for example skills in debating, challenging, consulting, 
leadership and management. As the role of a clinical psychologist becomes more 
diversified I believe a PEL task putting these skills into practice — perhaps across
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inter-agency (e.g., with students on another doctoral programme) would present 
opportunities for learning and exploration within a dynamic and challenging 
framework that perhaps could be more usefully applied in our profession.
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Summary of Case Discussion Group Process Account 1
Year 1
September 2006
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Case Discussion Group Process Account 1 
Our Approach
Our approach in the CDG was initially quite structured. This tone was set by our 
facilitator who encouraged us to use the sessions for case discussion. This approach 
was initially useful as we were ‘finding our feet’. Later on we changed the format to 
discuss one case. This gave us the opportunity to formulate a case within different 
theoretical models.
My role
I was aware that I was one of the quieter members of the group and that there were 
others who are more forthright in their views. I was the only trainee working in a non- 
CBT framework. Initially I felt unconfident in sharing my developing expertise with 
narrative therapy although this developed with time as my confidence with the model 
developed and as group members became more curious about the model. I then felt I 
was able to make a greater contribution to the group.
Limitations
The approach we adopted did not allow for us to discuss process issues or issues that 
were not directly related to one-to-one clinical work. By focusing our discussions 
fairly exclusively around clients with problems in need of therapy, and us in our role 
as therapists delivering it was also quite limiting as it reinforced a sense of otherness, 
a ‘them and us’ dichotomy.
Strengths
The CDG was a useful forum for sharing knowledge and expertise among the group, 
particularly in relation to sharing information and resources. It also provided a forum 
for us to discuss our client work outside of supervision and with colleagues on the 
same level. As a group we were able to review and reflect how we wanted to use the 
CDG and as a result took positive steps to change this to allow for more fluid 
discussion.
Summary of Case Discussion Group Process Account 2
Year 2 
July 2008
61
Summary of Case Discussion Group Process Account 2
I joined a new case discussion group (CDG) in April 2008 having returning back from 
maternity leave. Having spoken to members of the group it seemed that a shift had 
taken place within the CDG from being very task focused to being more dynamic and 
using the space more fluidly and expressively which they all felt had been a positive 
shift. Our group had discussed issues and topics of personal interest which also 
utilised the knowledge and skill base of members. This included sessions on personal 
disclosure, diversity, and managing conflict and our own mental health. In many 
ways, when I joined the CDG the theme seemed to be very much about taking risks. 
This was triggered by a tension that had arisen between 2 group members who 
managed to work through their differences within the supportive and reflective space 
the CDG seem to provide. In these early sessions I very much was positioned as an 
observer, being quite new to the group and witnessing openness and expressions of 
vulnerability by members. This led me to take risks for myself in the group. One 
particular discussion on self disclosure led to a subsequent discussion about 
possibilities of developing mental health problems ourselves. I found this interesting 
as it felt as if the assumption was made by members of the group that we all had been 
“free” of such problems. It was here I took the risk of disclosing a personal history of 
‘mental health problems’ in a space where it felt safe to do so. My experience of this 
group enabled me to take risks and have meaningful discussions about ourselves and 
our clinical practice that has positively contributed to my personal and professional 
identity.
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Clinical Dossier
This dossier contains summaries of clinical experience gained on the five placements 
over the three years and summaries of the four case reports and oral case presentation. 
A fuller account of the clinical dossier is contained within volume 2 of the portfolio.
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An Overview of Clinical Experience and Case Report Summaries
Years 1-3 
November 2005-March 2010
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Adult Mental Health Placement; This placement was in a Specialist Psychological 
Service (SPT) in Horsham.
Summary of Clinical Experience: The placement provided experience of working 
with adults referred to the Tier Four service presenting with a wide range of issues 
including obsessive and compulsive behaviours, psychosis, PTSD relating to domestic 
violence and child sexual abuse, self-harm, anorexia, social phobia, anxiety, 
depression and bereavement. My clinical work enabled me to develop skills and 
knowledge of primarily narrative and systemic therapies, particularly structural family 
therapy, solution-focused therapy and cognitive behavioural therapy. I regularly 
observed and took part in a reflecting team within the family therapy service. I also 
undertook cognitive assessments with two individuals. Furthermore I co-facilitated a 
12 week psycho educational group for both inpatients and outpatients experiencing 
severe depression. Pre and post therapy assessments were used with all clients.
Service Evaluation: I conducted an evaluation of the family therapy service from the 
perspective of referrer, therapist and client/family.
Teaching and Presentation: I presented the outcome of the above research to the 
team. I also co-facilitated an Away Day for the Assertive Outreach Team and a 
workshop on dealing with difficult issues for Administration staff in Trust with a 
psychologist and trainee clinical psychologist.
Learning Disabilities Placement: This placement was based within a
multidisciplinary Community Learning Disabilities Team in Frimley.
Summary of Clinical Experience: The placement provided experience of working 
with people with learning disabilities within a multidisciplinary team. I worked with 
clients ranging from 19-49 years presenting with a range of issues including 
depression, anxiety, anger and bereavement. My clinical work enabled me to develop 
skills and knowledge of cognitive analytical therapy (CAT). I used standardised 
measures that had been adapted for people with learning disabilities. I carried out two 
dementia assessments with individuals who had Down’s syndrome. I worked in a
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range of settings including independent living, supported living, residential care, and 
at a college. I was involved in training staff to implement a care package that had been 
developed for two clients w ith ‘challenging behaviour’.
G roup work: I planned and co-facilitated a ‘Relationships and Sexuality’ group for 
people with learning disabilities.
O lder Adults Placement: This placement was based within the Older Adults 
Psychology Service, Guildford.
Sum m ary of Clinical Experience: The placement provided experience of working 
with older adults presenting with a range of issues including depression, anxiety, 
insomnia, marital difficulties, anger and complex bereavement, physical health and 
alcohol problems. My clinical work enabled me to consolidate my skills and 
knowledge narrative, systemic and cognitive behavioural therapies. I also used 
mindfulness with a client with longstanding insomnia. I used pre and post therapy 
measures. I carried out two neuropsychological assessments for dementia. I provided 
consultation to a team on a long-stay residential unit for people with severe and 
enduring mental illness. I worked in a range of settings including the functional ward, 
client’s homes, at the day hospital and in the outpatient unit. I also drafted and 
piloted a more user friendly appointment letter to clients which was implemented in 
the service.
G roup work: I co-facilitated a narrative therapy group for people experiencing 
depression and anxiety. After each session therapeutic letters were written to clients 
which formed a central part of the intervention.
Teaching and presentation: I delivered a presentation on mindfulness training with 
older adults to the multidisciplinary team and facilitated an experiential session on 
mindfulness for staff working on a long-stay residential unit.
Children and Young People Placement: This placement was based within a Child 
and Adolescent Mental Health Service, Chertsey.
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Sum m ary of Clinical Experience: I worked with clients of different ages ranging 
from 5-16 years presenting issues including obsessive and compulsive behaviours, 
various anxieties including agoraphobia, social phobia, generalised anxiety, separation 
anxiety and school refusal, and attention and hyperactivity problems. These 
experiences enabled me to develop my knowledge and skills of assessment, 
formulation, intervention and evaluation using cognitive behavioural therapy and 
narrative therapy. I also worked jointly with other professionals in the team and 
across different agencies including a school and the Children out of School Service.
Presentation: I delivered a presentation on the uses of mindfulness practice with 
children and adolescents to a multidisciplinary team.
Advanced Competencies Placement: This placement was with the Beacon Centre 
for Cancer and Palliative Care, Guildford.
Sum m ary of Clinical Experience: I worked with clients of different ages ranging 
from 30-79 years affected with chronic illness particularly cancer, presenting with 
issues including panic, depression, marital difficulties and adjustment to life post 
diagnosis. I carried out assessments and interventions with these clients using 
Cognitive Behavioural Therapy, Behavioural Activation and Acceptance and 
Commitment Therapy. I used sessional outcome measures endorsed by lAPT. I also 
jointly conducted a psychological assessment for a prophylactic mastectomy. I 
worked within a multidisciplinary team comprising of Macmillan nurses, consultants, 
counsellors, dietician, physiotherapist and clergy. I attended the weekly MDT 
meetings to offer a psychological perspective on an issue. I co-facilitated monthly 
psychological MDT meetings. I also offered informal psychological consultation to 
the Macmillan nurses.
G roupw ork: I co-facilitated an Emotional, Health and Wellbeing group for patients 
with cancer and/or with chronic health problems.
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Summary of Adult Mental Health Case Report 1
Re-telling it like it is: narrative therapy within a 
systemic framework with a woman in her mid-forties affected by 
depression and a history of child sexual abuse
Year 1 
April 2006
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Re-telling it like it is: narrative therapy within a systemic framework with a 
woman in her mid-forties affected by depression and a history of child sexual
abuse
Referral and presenting problem: Tricia, a single parent in her mid-forties, was 
referred to Specialist Psychological Therapies (SPT) for individual therapeutic work 
to help her process a childhood history of emotional and sexual abuse.
Presenting Problem: Tricia felt that depression, in relation to the abuse she was 
subjected to as a child, affected her ability to adequately parent her two sons. She felt 
that she needed space to process these issues in order to be a ‘better parent’. 
Assessment: Assessment included a self-assessment form. Clinical Outcome in 
Routine Evaluation (CORE) and interview.
Initial Formulation: An initial formulation was developed within a Narrative 
Therapeutic framework. This involved identifying the ‘problem’ story Tricia 
presented with (a single mother who suffered with depression and as a result struggled 
to parent her two boys) and considering alternative subjugated narratives that might 
exist.
Action Plan: Our work included exploring the abuse. Later, we explored Tricia’s 
identity as a mother and the values she held as a mother. Identifying exceptions to 
problems helped to develop more hopeful stories about Tricia amplifying her 
resilience and competencies.
Intervention: I worked with Tricia for a total of 16 sessions.
Reformulation: A reformulation developed in light of systemic work undertaken. 
Outcome and evaluation: Tricia reported being more present and sensitive to her 
sons and more confident in her abilities as a mother. Her score on the CORE 
indicated a change from the clinical to non-clinical range. A critical evaluation of the 
work is presented.
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Summary of Adult Mental Health Case Report 2
A flexible therapeutic approach in working with a 28-year-old woman 
affected by obsessive compulsive disorder
Year 1 
September 2006
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A flexible therapeutic approach in working with a 28-year-old woman affected
by obsessive compulsive disorder
Referral and presenting problem: Sara, a 28-year-old woman, was referred to a 
group intervention for people with obsessive compulsive disorder (OCD). Upon 
assessment Sara was not considered suited to group work and that individual work 
would be more appropriate as her needs were complex and included a history of self 
harm, hearing voices and problematic drug use.
Assessment: Assessment included a self-assessment form. Clinical Outcome in 
Routine Evaluation (CORE) and interview.
Initial Formulation: An initial cognitive behavioural formulation was developed. 
Action Plan: I met with Sara for 10 sessions for individual therapy.
Intervention and Outcome: Sara initially presented as very chaotic and extremely 
distressed with hearing voices and self harming. Therefore there was a more urgent 
need to work on risk management issues. The mid stage of our work was based on a 
cognitive behavioural formulation and involved examining cognitions and challenging 
unhelpful beliefs using behavioural experiments. Later on in therapy Sara 
experienced a relapse and consequently there was a break. Upon resuming, we used 
our remaining sessions together to focus on systemic narrative intervention which 
allowed for a more fluid exploration of issues and for Sara’s immediate needs to be 
addressed when the need arose. In our final session we agreed that Sara would benefit 
from longer-term therapeutic input and she was taken on by my supervisor once my 
placement came to an end.
Reformulation: The report explores a systemic reformulation and a critique of the 
initial cognitive therapeutic approach used with Sara. A critical evaluation and 
reflections are offered.
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Summary of Learning Disabilities Case Report
An extended assessment of a man in his late 40’s with Down’s syndrome to 
investigate suspected dementia
Year 2
April 2007
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An extended assessment of a man in his late 40’s with Down’s syndrome to 
investigate suspected dementia
Referral and presenting problem: Thomas is a single white British man in his late 
40’s with Down’s syndrome. He was referred to psychology in October 2006 by the 
consultant psychiatrist in the community learning disabilities team who was asked to 
see him by his General Practitioner to investigate some unusual behaviour that 
Thomas had recently been displaying. The referral requested a dementia assessment 
as there was concern by staff at the care home that Thomas’s behaviour including 
increasing forgetfulness may be indicative of deterioration in memory functioning 
consistent with Alzheimer’s disease (AD).
Assessment: Assessment included interview, cognitive assessments including the 
BPVS-II, the Neurological Assessment of Dementia in Intellectual Disabilities (and 
part of the CAMDEX-DS. Informant-based assessments were also conducted with 
carers.
Findings: Thomas’s performance on the cognitive and informant assessments showed 
little change to that of his previous assessments and therefore yield little evidence of 
any decline in cognitive functioning.
Formulation and Conclusion: There was little evidence to support the hypothesis 
that Thomas was developing dementia. Informant interviews did however reveal that 
Thomas had experienced a number of stressful life events causing disruption to his 
daily routine and had problems with pain caused by arthritis. It is possible that the 
recent incidents of forgetfulness and confusion may have been precipitated by these 
stressful life events rather than necessarily being indicative of cognitive and 
neurological deterioration consistent with AD. Based on the extended assessment 
recommendations were made in relation to Thomas’ plan for care. A critical 
evaluation of the work is presented.
73
Summary of Older Adults Case Report
A neuropsychological assessment of a man in his early sixties with memory
problems
Year 3 
April 2009
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A neuropsychological assessment of a man in his early sixties with memory
problems
Referral and presenting problem: Bob, a sixty three year old white British man was 
referred to the psychology service for a neuropsychological assessment. The referral 
requested detailed neuropsychological testing in order to assess whether there were 
any cognitive deficits and where they were present. At the first assessment session 
Bob and his wife reported that in the last year he had become increasing forgetful. 
Initial Assessment: The referring psychiatrist had previously carried out the Mini 
Mental State Examination and the Addenbrookes Cognitive Examination.
Hypotheses: Bob will have a neurological profile consistent with 1) dementia of the 
Alzheimer’s type (AD), or 2) vascular dementia (VaD), and 3) Bob will not 
demonstrate any functional difficulties (i.e., depression) that may account for his 
memory deficits.
Testing: Bob completed the National Adult Reading Test, the Wechsler Abbreviated 
Scale of Intelligence, the Camden Short Recognition Memory Test, the Behavioural 
Assessment of Dysexecutive Syndrome and subtests from the Wechsler Memory 
Scale
Results: Although Bob’s profile suggested some general mild intellectual under 
functioning and some patchy cognitive deficits, the findings were not entirely 
consistent with either an AD or VaD profile. It is suggested that his profile might 
better match that of VaD which has a variable profile particularly with the presence of 
risk factors associated with VaD. However the results from this neuropsychological 
assessment must be seen as inconclusive of a diagnosis
Recommendations: Recommendations included the use of specific memory aids and 
a re-assessment in six months time.
Critique: A critique and reflections on the assessment are presented.
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Summary of Child and Adolescent Mental Health 
Oral Case Presentation
Managing tensions in the relationships in working with a boy with school
avoidance and his mother
Year 3 
September 2009
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Managing tensions in the relationships in working with a boy with school
avoidance and his mother
Referral and presenting problem: Tom, a 14 year old white British boy was referred 
to the service for school avoidance associated with anxiety including social phobia 
and separation anxiety. At referral Tom had been out of school for almost one year. 
Intervention: I worked with Tom using CBT over 12 sessions, both jointly with his 
mother and on his own to help him overcome the school avoidance and social phobia. 
His mother was seen separately by a mental health support worker in the team. Tom 
also had been referred to the Children out of School Service (CHOOS).
Why I chose to present this case: This case fostered learning and development in my 
clinical skills in relation to working with more than one person in the room, joint 
working, inter-agency working and dealing with therapeutic ruptures.
The presentation: My presentation focused on two issues. Firstly, the inter-agency 
working specifically related to helping the professional network understand the nature 
of Tom’s difficulties. Secondly, I presented two situations where alliance ruptures in 
therapy had occurred and how they were managed. I also considered issues of 
diversity and difference relating to my work with the family and discussed key 
learning points in working with Tom and his mother. This included the importance of 
addressing therapeutic ruptures, greater confidence in my knowledge, skills and 
abilities in working with more than one person in the room and with other 
professionals and thinking about ways in which the system can hold onto a 
psychological perspective once my involvement ceased.
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Service Related Research Project
An Evaluation of Family Therapy Consultations: 
So Who Thinks What?
An Exploration of Multiple Perspectives
YEARl  
July 2006
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Abstract
The rationale for the study was to assess the impact of a family therapy consultation 
model used within a Specialist Psychological Therapies Service (SPT’s) from a 
multiple perspective. This model is drawn from systemic and narrative therapy and is 
unique from other consultation models reviewed in the literature. Typically, 
consultation approaches take place with only client/family present with therapist/s. 
However this model adopted a broader systemic approach and included in the 
consultation existing professionals who were engaged therapeutically with the 
client/family. Although this relatively new service has some anecdotal evidence for 
its usefulness, to date no systematic data has been collected to explore this. The 
current study used a semi-structured interview to examine the views of client/family, 
referrer and therapist following 8 family consultations. A thematic analysis of the 
data helped to clarify and identify the pathway involved in the consultation process; 
identify issues addressed in the consultation and resulting impact; and explore service- 
related issues. The findings further warrant the use of this approach within the 
service and helped to identify recommendations for improving and further developing 
this provision within the service.
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Introduction
In recent years there has been a drive towards the development of brief psychological 
interventions within the NHS. Brief therapy has included crisis intervention work, 
employee assistance programmes and more recently narrative consultations within 
primary care (Launer, 2005). Much research has examined the efficacy of brief 
therapy, within the major therapeutic models from cognitive behavioural (Barkham, et 
al 1996) to psychodynamic (Barkham, 1989; 1996; Aveline, 2001) and to systemic 
approaches within family therapy, (Street et al, 1991), including couple’s therapy 
(Davidson and Horvath, 1997) and solution-focused approaches with families 
(Lethem, 2002). These approaches have varied in offering therapy from any thing 
between one to 6 sessions. Studies including two plus one sessions within CBT and 
psychodynamic models (Barkham, et al, 1996) and three plus one sessions within a 
dynamic framework (Aveline, 2001) have shown promising outcomes. An explicit 
time limit constraint has been shown to accelerate the change process (Reynolds et al, 
1996). This suggests that a time-limited therapy may be an efficient and effective 
therapeutic approach. A further version of brief therapy is the concept of a therapeutic 
consultation. Within family therapy settings single session consultations have been 
employed by therapists (Akister, 2003).
A similar consultation approach has been developed within the Psychology 
Department I am currently based within. This relatively new service forms part of the 
family therapy clinic that has been recently established. The family consultation 
model (FCM) within the service takes a wider systems approach in that it involves not 
just the client/family, but in most instances, also the referring agent who often is 
already engaged therapeutically with the client/family. The referral to the clinic is 
made when there is a presenting difficulty that cannot be managed, and/or when a 
family perspective is required; if for example, family issues are considered to be an 
inherent part of the problem. It is not uncommon that the referrer seeks support on the 
clients’ behalf when a problem cannot be resolved despite their efforts to assist the 
client in change.
82
The therapeutic approach used in the FCM largely Systemic and N arrative\ The need 
for evaluation within family therapy settings has been well documented (Dallos and 
Draper, 2005). Although there is anecdotal evidence for the use of this approach in 
working with families, to date there has been no systematic evaluation or feedback of 
its use within the service. Clinicians involved in setting up the service were keen to 
examine the impact of the consultation. Based on this rationale the following research 
questions were examined:
1. What is the pathway involved in the consultation process?
2. What is the perceived impact of the family therapy consultation on the 
client/family in terms of managing their presenting issues from the perspective 
of therapist, referrer and client/family?
3. Were there any aspects of the consultation process that were especially helpful 
or unhelpful?
4. How similar are the views presented by the therapists, referrers and 
clients/families?
Method
Setting
The family consultation service is based within a Specialist Psychological Therapies 
(SPT’s) service in the South East. This is a tertiary level service which receives 
referrals from nine CMHTs in the locality. It is served by 2 Clinical Psychologists^ 
and is often supplemented with one trainee on placement.
' Narrative therapy is a respectful, non-blaming therapeutic approach where people as viewed as experts 
in their own lives. Key features include viewing problems as external to the client and amplifying the 
skills, competencies, beliefs, values, and commitments that will assist clients to reduce the influence o f  
problems in their lives. (Morgan, 2000)
These Clinical Psychologists are also trained Family Therapists.
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Participants
8 consultations were evaluated. These consultations were selected as they took place 
within a 6 month period^ and consultation work had been completed. Relevant 
client/family demographics and other information relating to the consultations are 
presented in Table 1.
Table Ÿ
Consultation Identifîed
Client
Presenting issue Present Family 
members
Referring Agent, 
Present? (Y/N)
1. Ashley Male 24 Depression Mother OT (Y)
2. Castle Male 27 Depression/Family Parents Social Worker (Y)
3. Ellis Female 46 Anxiety/Family Husband Psychologist (N)
4. Henley Male 41 Depression/Family Wife, 2 child Psychologist (Y)
5. Lewis Female 19 Anorexia None CPN (Y)
6. Newton Female 34 Anorexia/Bulimia Parents OT (Y)
7. Richards Female 41 Depression/Family Partner, 2 sons Psychologist (Y)
8. Turner Male 22 Depression/PTSD Mother Support Wker (Y)
Procedure
At the time of the consultation, families were informed of the nature of the study by 
the therapist. Consultation members (client/family, referrer and therapist) were then 
contacted approximately 4-6 weeks post consultation. An invitation letter was sent to 
the identified client (Appendix 1) informing them of the study. In the letter they were 
asked to opt-out should they not wish to be contacted. They were subsequently 
contacted by phone and arrangements were made to carry out the interview. They 
were informed of the systemic nature of the research and that their referrer and 
therapist at consultation would also be interviewed. The interviews were conducted 
where possible in person (for example, if clients were still involved in the service), or 
on the telephone if clients preferred. Informed consent was granted at this stage 
(Appendix 2). No participants refused to take part in the study.
For each consultation 3 interviews were conducted- one with the client/family, one 
with referrer and one with the therapist, resulting in a total number of 24 interviews. 
13 of these took place in person, 8 over the phone, and 3 were completed via email
From December 2005-June 2006
All names and identifying details o f clients have been changed to maintain anonymity.
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with phone discussion a therapist. Most of those conducted over the phone were with 
referrers. This was largely because their existing work commitments made it difficult 
to set up a meeting.
The interviews lasted approximately 20 minutes and responses were written verbatim 
in shorthand. The interview schedule was piloted prior to use with therapists within 
the team and with university staff which resulted in some minor modifications being 
made (Appendix 3). The interview format was semi-structured and open-ended. The 
interview schedule comprised of five questions and covered issues pertaining to 
referral; issues addressed; impact that the consultation on presenting issue/s; and 
un/helpful aspects of the consultation. 2 completed interviews have been appended 
(Appendix 4).
Data Analysis
The data was analysed using systematic thematic analysis (Mason, 2002). The method 
of constant comparison (Charmaz, 1995) was also be used in order to compare the 
different perspectives of those involved in a consultation. The constant comparative 
method involves the ongoing comparing of cases, patterns, and categories throughout 
the research process. Furthermore this approach allowed for comparisons to be made 
between consultations. The analytical process involved coding the data, constructing 
categories and identifying key themes. The first stage involved constructing a table on 
a large sheet of paper and charting consultations in rows and summarising each 
interview using paraphrases from the interview schedule in columns for each account 
per consultation. This was a useful first step in that it gave an overall impression of 
the whole data. The second stage refined this process somewhat and involved 
devising a secondary table to sort and categorise the data accordingly by topic areas. 
Appendix 5 illustrates this analytic stage with 1 consultation. The third analytical 
stage involved the development of categories. This was achieved by identifying 
patterns of experiences (either direct quotes or paraphrasing common ideas) in the 
interview data and grouping together similar or related patterns. These patterns were 
then expanded and developed into categories and themes.
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Findings
The analysis revealed 3 distinct and relevant issues: pathway involved in the 
consultation process; issues addressed in the consultation and resulting impact; and 
service-related issues. These are each presented in turn.
Issue 1: Consultation Pathway
The pathway involved in the family consultation process and outcomes identified is 
illustrated in Figure 1 overleaf.
Reason for referral
Clients were referred to the FTC for a variety of reasons, including depression, 
anxiety, eating disorders and PTSD. 4 consultations also involved family issues. In 
all but one consultation family members were present. Also the majority of the 
consultations were single sessions. The Henley consultation led to a follow-up due to 
the chaotic nature of the case and concerns regarding risk. 5 of the 8 consultations led 
to individual therapy with therapist/s in the FTC, two of which were brief 
intervention. The remaining 3 consultations led to modifications of existing 
interventions from the referrer with the client/family that usually involved short-term 
systemic work.
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Figure 1
Referral for Consultation
Consultation Arranged
Pre- Consultation Session 
with Therapist and Referrer
Consultation takes place with Client/Family, Referrer and Therapist/s
>
Outcomes
Referrer intervention 
With client/family
Therapist intervention 
With client/family
Follow-up
Consultation
No further intervention
Issue 2- Core Theme: Managing the Stuckness
The core theme identified through the analysis was ‘Managing the Stuckness’. Within 
this two sub themes identified were ‘Identifying the Stuckness’ and ‘Overcoming the 
Stuckness’. These themes comprised of a number of categories (Table 2).
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Table 2
Theme Sub themes Categories
(C=Client, R=Referrer, 
T=Therapist)
Identifying the Stuckness Assessing the problem (C, R, T) 
within a systemic framework (C, R), 
Need for family perspectives (R, T) 
Giving clarity to the problem (R, C) 
Exploring options for promoting 
change (C, R, T)
Managing
the
Stuckness
Overcoming the Stuckness Facilitating openness and 
communication (C, R, T)
Sharing family members perspectives 
(C, F, T)
Feeling understood/validated (C, R) 
Identifying resources/strengths (T, R) 
Developing family boundaries (C, T) 
Over in/dependency (C, R, T)
Strengthening family ties (C, R, T)
An invitation for therapy/intervention 
(C, R, T)
Moving forward (C, R)
Identifying the Stuckness
An assessment of the problem was the first step in the process of identifying the 
stuckness. Often this took place with a consideration of the ‘systems’ involved in the 
individual/family. Families mostly welcomed this approach:
“/  wanted them to be involved...it was nice fo r  them to see what was going to 
happen” (Newton, client).
However one client was adamant that she did not like her husband being there:
"I didn’t like that my husband was there as I  don’t like saying things in front 
o f him. I  found this restrictive" (Ellis, client).
Both clients and referrers spoke of how the consultation gave clarity to the problem in 
terms of identifying what the areas of difficulties actually were before addressing 
them:
“It gave clarity to me and Stuart and helped the fam ily to identify their 
stuckness in thinking about what gets in the way” (Castle, Referrer).
“She [therapist] helped us to see our problems” (Henley, Client).
For those involved in the consultation this was a useful part of the process which 
helped to facilitate a full exploration of options for promoting change.
Overcoming the Stuckness
Facilitating openness and communication within the family was a key aspect in 
beginning to overcome the stuckness as it often arose when there was an 
unwillingness to discuss issues:
“Even though there was the fear o f upsetting each other it allowed fo r  us to try 
and discuss issues”. (Henley, Client).
Even when family members weren’t present in the consultation, further openness and 
communication sometimes resulted from the consultation. For example, in the Lewis 
consultation the client subsequently disclosed her difficulties to her parents.
Often, sharing family member’s perspectives was an inherent part of the consultation 
process:
“It was helpful to get things out in the open...I now know what the boy’s are 
thinking and they know what I ’m thinking. I ’ve never really put my point o f 
view across before to them ” (Richards, Mother).
Feeling understood and validated by the therapist and referrer appeared to set up the 
right conditions for enabling clients to communicate openly with one another and the 
team.
Part of these “right conditions” involved highlighting the client’s/family’s 
resources/strengths. This seemed an integral part of the consultation:
“We talked about the strengths and resources she has” (Newton, Therapist).
Where family issues were interwoven with the clients’ problem these difficulties were 
often related to issues concerning family boundaries. One identified problematic 
family dynamic was an over-dependency cycle between the family members. For 
example, with the Castle family over dependency served to further compound the 
stuckness for the client who remained passive and dependent as his parents frequently 
helped him out and took control. Intervention therefore involved breaking this cycle:
“It allowed fo r  the opportunity to make some hints to the parents about having 
stronger boundaries” (Castle, Therapist).
The second problematic family dynamic was identified as being too fragmented and 
separate resulting in a cycle of over-independency which meant family members 
functioned in isolation:
“There was a real lack o f communication ...we had been living separate lives” 
(Henley, Client).
The referrers of both these families further corroborated these views.
Both these family dynamics (over in/dependency) involved trying to negotiate new 
ways of operating within family. This enabled family ties to be strengthened:
“The boy’s are more appreciative o f him [step father] there as a father figure. 
They have acknowledged this to him ”. (Richards, Mother).
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Overcoming the stuckness resulted in clients/families being able to move forward in 
life:
“It got things moving...we resolved a few  things" (Castle, Family).
“The boys’ have blossomed since. I t ’s spurred them on to save and go 
travelling ’’. (Richards, Mother).
Issue 3- Service-related issues
The analysis highlighted issues concerning the consultation service more generally, 
and included limitations of the FCM and suggestions for improvement. These are 
presented here and are further developed in the next section.
Although a lack of pre-consultation planning was an issue raised by only one referrer, 
it was felt to be an important issue bearing in mind the complex nature of the case:
“We could have had more time fo r  liaison. The time fo r  planning it was a bit 
piecemeal and short” (Henley, Referrer).
Several referrers felt that there was a need for a follow-up/review which could be 
offered at the end of the consultation:
“It got a bit lost. It may have been helpful to have a review offered at the 
tim e” (Castle, Referrer).
However one therapist was particularly cautious about offering this service as she 
feared it could instil further dependency and over-reliance on services. She was 
especially mindful of the fact that if follow-up sessions were offered it could simply 
result in the client becoming involved in yet another service. She perceived that 
sometimes their existing involvement in services fostered a cycle of dependency by 
the client which in turn helped to maintain stuckness as the therapist describes below:
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“He has to maintain a story in order to maintain contact with services” 
(Ashley, Therapist)
Lack of feedback was a further issue raised by referrers. One referrer felt that they 
had received little feedback from the consultation process as she had not been present. 
Two others felt that feedback about the subsequent client intervention with the 
therapist/s had been insufficient:
“I  fe lt that there could have been a bit more contact between [therapist] and 
myself and feedback from  the work she did, it fe lt like it was left up in the a ir”. 
(Ashley, Referrer).
One referrer and one client further added that they would have liked written feedback 
from the consultation.
One referrer specifically reported that the service was poorly resourced and required 
more resources as it was such a valuable service:
“I wish there was a system where she [therapist] wasn ’t so stretched. A lot 
rests on her skill and good will. The service really needs to be backed up with 
more resources to provide this input to clients” (Richards, Referrer).
Discussion
Overview
The data generated in this study revealed a variety of important issues in relation to 
the use of brief therapeutic consultations within a systemic framework. The study 
sufficiently addressed the research questions outlined earlier. The data gathered 
enabled for the consultation process to be clarified. This was useful for the service in 
terms of being able to trace and document the process of consultation from referral 
through to outcomes achieved. Furthermore, the perceived impact of consultation on 
the client/family was examined from the three perspectives and the similarities of 
these was explored. Although views were mostly convergent, they differed (in 2
92
consultations) specifically in relation to the therapist’s view of the problem. This is 
further discussed in the next section as it relates to service issues. Furthermore, 
helpful and unhelpful aspects of the consultation process were identified, which has 
been useful in identifying what clients’/referrers find most beneficial about the 
consultation and what could be different- the latter will enable the service to further 
improve the delivery of this model.
Limitations o f the study
Time and practical constraints did not permit me to gain access to the views of all 
family members involved in the consultation process^. Consequently this gave a 
limited familial perspective. Furthermore the evaluations were carried out between 6- 
8 weeks after the consultation took place. Whilst this was useful in assessing the short 
term impact, the longer term impact of such consultations remains unknown. A 
follow-up study could revisit this to give some indications of the sustaining impact for 
clients.
Service-related implications and recommendations
Based on the findings^ of the study the following recommendations can be made:
More time for pre-consultation planning between therapist and referrer - 
Although only expressed by one referrer this issue needs some consideration 
when an initial discussion of the referral for consultation is taking place.
Post consultation assessment to establish the need for follow-up -  The 
debriefing time between referrer and therapist/s post consultation could help to 
identify the need for follow-up/review based on the specific circumstances of 
the client/family. This discussion is important because the potentially 
differing views between referrer and client may leave referrers feeling that 
support has been withdrawn post-consultation, whilst the therapist’s systemic 
view of the problem^ may lead them to not offer a review.
 ^Only the views o f  2 family members were obtained.
 ^The research findings were fed back to the service (Appendix 6).
 ^This includes the therapist view  that referrers som etim es inadvertently assist in maintaining the 
stuckness by fostering dependency on yet more systems.
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• Need for feedback to referrer - It is important that communication is 
maintained and feedback is provided when subsequent therapeutic work has 
been undertaken by therapist/s within SPT’s.
• Written feedback/report to client and referrer - Although this may result in 
further work for the service it may be helpful for clients and referrers to have a 
written account of the consultation. Street et al (1991) discussed the 
usefulness of therapeutic letters following consultations with clients.
• Need for more resources for this service- Although an issue raised by only one 
referrer the above point raised about offering a follow-up is also relevant here. 
Existing and often competing work demands on staff at the clinic have not 
permitted for them to offer reviews automatically.
Further recommendations
Based on my involvement with the service, and having carried out the research, I 
would further recommend the routine evaluation of the consultation service in order to 
assess outcome and impact. This could be carried out by sending out a short 
questionnaire post consultation to clients and referrers. I make this suggestion as both 
therapists and referrers were curious about the usefulness of the consultation for 
clients. Although they had hopes that consultation had led to change they did not 
know this to be case in instances where no further client contact was arranged.
Conclusion
Reynolds et al (1996) make reference to three features of brief therapy as potential 
catalysts for change including high level of therapist activity, specific goals, clear 
focus and specific time limit. Based on the findings and my own involvement^, the 
consultations appear to have all these essential elements. The findings support the 
view that the FCM is useful in providing a problem (and solution), present-focused, 
systemic approach for clients/families and professionals. Within a time limited
framework, it fosters a hopeful stance that views clients as agents of change and
I was present as an observer in 2 o f  the consultations in this study, and furthermore observed a further 
3 that were video-taped.
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reinforces their natural support systems, whilst being mindful of not reinforcing 
dependency and an over-reliance on further systems.
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APPENDIX 1: INVITATION LETTER TO CLIENTS/FAMILY
Date
Dear Client/Family Name,
We are  writing to you because some time ago you took part in a family 
therapy consultation through the  psychology service. This is a relatively 
new service  th a t  has been introduced by th e  Psychology Department. I t  
is important th a t  we examine the  impact th a t  th e  family consultations 
have had on those people involved. We are  th e re fo re  contacting you to 
ask fo r your participation in this service evaluation. Your comments will 
help us to understand what works and what is useful about the  
consultation and what isn't and how we can improve the  service.
The information we collect will be reported  anonymously and t re a te d  with 
confidentiality. Dr. Asesha Morjaria-Keval, an experienced researcher 
and trainee clinical psychologist from the  psychology department will be 
contacting you in a week by telephone to arrange a convenient time to ask 
you a few questions. This short interview can take place e ither  over the  
phone or in person - whatever is your preference. I f  you p re fe r  not to 
take part could you please inform the  psychology department on the  
telephone number below. Please be assured th a t  your decision to do this 
will have no e f fe c t  on any trea tm en t o ffe red  to you.
I f  you have any queries about the  service evaluation or on taking part, 
please feel f re e  to contact Asesha on phone number.
Yours sincerely.
Dr. Asesha Morjaria-Keval 
Trainee Clinical Psychologist
Name
Consultant Clinical Psychologist
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APPENDIX 2: CONSENT FORM
Some time ago you took part in a family therapy consultation through the 
psychology service. This is a relatively new service that has been 
introduced by the Psychology Department. It is important that we 
examine the impact that the family consultations have had on those 
people involved. We are therefore inviting you to participate in a small 
study that will help us to evaluate this service. Your comments will help 
us to understand what works and what is useful about the consultation and 
what isn’t and how we can improve the service.
The information we collect will be reported anonymously and treated 
with exactly the same confidentiality as anything you tell us. You are 
free to say no to take part or answer any questions and you can change 
your mind and refuse consent at any stage. This will have no effect on 
the treatment offered to you.
I confirm that I have read and understand the above information about the 
study, and have had the opportunity to ask questions. I understand that 
my participation is voluntary and that I am free to withdraw at any time. I 
agree to take part in the above study.
Name (BLOCK LETTERS) Date
Signature
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APPENDIX 3A: FAMILY THERAPY CONSULTATION THERAPIST 
EVALUATION QUESTIONNAIRE (FTCTl)
1. Why were the family referred to you for a family therapy consultation?
2. What issues were addressed in the session? Circle one if appropriate and detail 
below
Marital Child/Family Depession/Anxiety Other (Please specify)
3. How were they addressed? And to what extent?
4. Do you think the consultation made any difference to the presenting issue? 
(Prompts) In what way was it helpful and/or unhelpful? Where their any other 
differences it made that you are aware of?
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5. Do you have any other comments or suggestions you’d like to make?
Thank you for your time
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APPENDIX 3B: FAMILY THERAPY CONSULTATION CLIENT 
EVALUATION QUESTIONNAIRE (FTCCl)
2. Who referred you for the family therapy consultation? Circle (and add comments 
if necessary below)
Self Social Worker Psychologist Other (Please state below)
2. What were the issues you sought the family therapy consultation for? 
Marital Child/Family Depession/Anxiety Other (Please specify)
3. What issues were addressed in the session?
4. How were they addressed? And to what extent?
5. Do you think the consultation made any difference to the difficulty you sought the 
consultation for?
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(Possible prompts - In what way was it helpful and/or unhelpful? (e.g., length o f 
time, presence o f independent person?) Where their any other differences it made 
(e.g., to your relationship to referrer/family relationships?)
6. Do you have any other comments or suggestions you’d like to make?
Thank you for your time.
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APPENDIX 3C: FAMILY THERAPY CONSULTATION REFERRER 
EVALUATION QUESTIONNAIRE (FTCRl)
1. Why did you seek a family therapy consultation for your client/family?
2. What issues were addressed in the session? Circle one if appropriate and detail 
below
Marital Child/Family Depession/Anxiety Other (Please specify)
3. How were they addressed? And to what extent?
4. Do you think the consultation made any difference to the presenting issue? 
(Prompts) In what way was it helpful and/or unhelpful? Where their any other 
differences it made (e.g., to the therapeutic alliance?)
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5. Do you have any other comments or suggestions you’d like to make?
Thank you for your time
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APPENDIX 4A; COMPLETED INTERVIEW WITH THERAPIST 
Family Therapy Consultation Therapist Evaluation Ouestionnaire (FTCTl)
3. Why were the family referred to you for a family therapy consultation?
Individual had been assessed by CMHT psychologist and suggestion 
made that she would benefit from ongoing psychological support 
following recent disclosure of sexual abuse occurring during her 
childhood. She was meeting with a counsellor via GP and therefore 
needed to think together about how to best meet her needs.
2. What issues were addressed in the session? Circle one if appropriate and detail 
below
Marital Child/Family Depession/Anxiety Other (Please specifv)
The main issue addressed was concern that she was in a process of re- 
traumatising through disclosing and talking about the past abuse. The 
counsellor felt that she needed more support than she could provide. 
Also discussed her eating difficulties and restricted diet and concern 
that she was at risk of seriously harming herself. Counsellor wondered 
in Inpatient treatment would be appropriate so she could be supported 
to process abuse and overcome eating difficulties.
3. How were they addressed? And to what extent?
Talked about options and how to best meet her needs. Counsellor 
shared her concerns and main focus was on how to have a co-ordinated 
approach that would support client at this time. Agreed that there 
would be an option to meet with me individually to explore eating 
difficulties and continue to meet with Counsellor to process the abuse, 
client thought that working with the abuse and eating disorder 
separately would be manageable.
4. Do you think the consultation made any difference to the presenting issue? 
(Prompts) In what way was it helpful and/or unhelpful? Where their any other 
differences it made that you are aware of?
I think it was helpful to highlight the current risk and this meant that 
the CMHT became involved. It was also helpful to meet with the 
Counsellor and be clear on each services role. Impact was mainly on 
thinking about the future and how to best meet her needs. I believe that 
following the consultation client has been able to talk with her parents 
about the abuse, but I’m not sure what led to this change.
5. Do you have any other comments or suggestions you’d like to make?
Her family were not present at her request as at the time she had not 
spoken with them about the abuse.
Thank you for your time
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APPENDIX 4B: COMPLETED INTERVIEW WITH CLIENT 
Family Therapy Consultation Client Evaluation Ouestionnaire (FTCCl)
4. Who referred you for the family therapy consultation? Circle (and add comments 
if necessary below)
Self Social Worker Psychologist Other (Please state below)
2. What were the issues you sought the family therapy consultation for? 
Marital Child/Family Depession/Anxiety Other (Please specify)
To bring out problems in family. Didn’t want to say anything for fear 
of upsetting each other. Allowed us to try and sit down and discuss 
issues and communicate better. By bringing issues into open it allowed 
us to discuss them and open up and start to deal with it and move on.
4. What issues were addressed in the session?
Lack of comm. Living separate lives. Th helped us to see our problems 
and suggest ways of putting things right.
4. How were they addressed? And to what extent?
Helped wife to understand my feelings re depression. Helped a lot. 
Brought to light how wife felt. She didn’t initially want me back, 
wanted space. Consult led to individual sessions for wife- now I’m 
helping to look after her. Wife is now getting help she wasn’t before. 
Also helped to talk about issue with son in order for me to move back 
home. Helped us move on. We make more time for each other and 
comm. more.
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5. Do you think the consultation made any difference to the difficulty you sought the 
consultation for?
(Possible prompts - In what way was it helpful and/or unhelpful? (e.g., length o f 
time, presence o f independent person?) Where their any other differences it made 
(e.g., to your relationship to referrer/family relationships?)
See above.
Reassuring that we could contact referrer if things went wrong. She 
was at the end of a phone to listen to us.
6. Do you have any other comments or suggestions you’d like to make?
Were grateful for it. Had the help been avail before maybe we 
wouldn’t have got into the state we were in. Pace was comfort for us. 
Didn’t feel pressured.
Thank you for your time.
109
APPENDIX 5: EXAMPLE OF SORTING AND CATEGORISE DATA BY
TOPIC AREAS
Topic Area Consult views
i
Client Referrer Therapist
Reason for referral Depression Depression Depression
c Feeling low Wanted Persistent
o psychological negativity Feeling
N perspective on stuck
s cognitive
u functioning
L Issues Feeling low Focus on how Exploration of
T Addressed in consultation Illness client feeling issues
A Lack of social Mother’s view on Locus of control
T life issue issues
I Initial Overcoming Pushing control
O discussion stuckness back to him
N Assessment Over-dependency
On service
Impact and Outcome of Led to Led to time Led to time
1 consultation individual limited therapy limited therapy
sessions with Little impact
Therapist Client motivated
Helped talking in initiating this
although still
unresolved
Suggestions/Perceived Lack of feedback/ Client needs to
Limitations communication maintain contact
from therapist with services to
avoid isolation
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APPENDIX 6: CONFIRMATION OF
FEEDBACK TO SERVICE
29 June 2010
To whom it may concern
Sussex Partnership NHS
NHS Trust
SPECIALIST PSYCHOLOGICAL THERAPIES
PSYCHOLOGY DEPARTMENT 
Horsham Hospital 
Hurst Road 
Horsham 
RH12 2DR
Tel: 01403 227000 x7368 Fax: 01403 22700
I am writing to confirm that Asesha Morjaria-Keval presented the findings of her 
SSRP to our Trust. This was extremely useful to the Department.
Yours sincerely.
Margaret Henning 
Consultant Clinical Psychologist
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Abstract of Qualitative Research Project
The Attitudes of Young Adults to the Change in Drinking
Laws
Year 2 
May 2006
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The Attitudes of Young Adults to the Change in Drinking Laws
Abstract
Background. The Licensing Act (2003) brought about changes in the licensing of 
the sale and supply of alcohol, regulated entertainment and late-night refreshment. 
Governmental aims in doing so were to reduce alcohol-related crime and disorder. 
This study sought to explore young people’s attitudes to the change, with particular 
reference to the Government’s rational for this legislative change.
Method. Semi-structured interviews were conducted with six participants to explore 
their attitudes to the legislative change. Transcripts of the interviews were analysed 
using Interpretative Phenomenological Analysis.
Results. Three superordinate themes were identified: perceived cultural influences on 
drinking patterns; perceptions of beneficial consequences of change in the law; and 
concerns about the consequences regarding the change in the law.
Conclusions. Theoretical and practical implications were discussed. It was suggested 
that further work could explore the different attitudes of men and women to the 
change.
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Major Research Project
‘^Waving the Wand”
Exploring the healing narratives of people with experiences
of self-harm
Asesha Morjaria-Keval
Year 3 
March 2010
Word Count: 20,465
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Abstract
This study is a narrative analysis of the written stories of 10 people, including the 
author, all of whom negotiated with a process of healing in the context of self-harm. 
The purpose of the research was to explore and elucidate alternative narratives about 
individuals who self-harm within the context of healing, stories which are sometimes 
obscured by the dominant pathologising discourse of self-harm present in psychiatry. 
A narrative approach was taken as it focuses on the person’s own story from their 
perspective, and can facilitate the uncovering of enabling, meaningful and ethical 
narratives. The analysis highlighted three primary narrative forms -  healing as 
reconciliation, healing as empowerment and healing as an ongoing struggle. These 
narrative forms suggest that although there are different pathways that people take in 
their healing journeys, four commonalities existed across accounts. These included 
multiple meanings of self-harm, demonstrating how healing is attempted and occurs 
through self-harm; negotiations with the self to minimise harm and substitute self- 
harm for less ‘harmful’ behaviours; development and expansion of identity; and self in 
relation to others. The study highlights that healing is a context and meaning driven 
process that is ongoing and dynamic and as such is part of the very fabric of 
participants’ lives. The findings highlight the role of oppression, injustice and 
powerlessness that are often inextricably linked to self-harm and supports the need for 
a more critically informed clinical approach that addresses social disadvantage in self- 
harm prevention.
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1. Introduction
1.1 Overview
The aim of this study was to explore how people negotiate healing within the context 
of ‘self-harm’. This study was informed by the definitions, aetiology, functions and 
context of ‘self-harm’ within survivor activist, critical and psychological frameworks. 
Finally the management of ‘self-harm’ and concepts of healing and recovery are 
presented, followed by a discussion of employing narrative analysis to explore the 
subjective understandings of how people negotiate the process of healing.
1.2. What is ‘self-harm’?
There is a lack of consistent terms and agreed upon definitions among clinicians and 
researchers about what constitutes ‘self-harm’ (Nock & Favazza, 2009). Within the 
clinical literature ‘self-harm’ is also referred to as ‘self-mutilation’, ‘self-injury’, 
‘deliberate self-harm’, ‘intentional self-harm’ and ‘para-suicide’. ‘Self-harm’ in the 
National Institute for Clinical Excellence (NICE, 2004) guidelines is defined as any 
act of self-injury or self-poison regardless of intent. Self-poisoning refers to the 
intentional self-administration of more than the prescribed dose of any drug or 
poisoning by non-ingestible substances and gas (Zahl & Hawton, 2004) whilst self- 
injury is defined as any injury recognised by hospital staff as having been self- 
inflicted deliberately (Hawton et al. 1997). This is problematic however as the burden 
of responsibility lies with the treating professional alone. Furthermore different 
understandings of self-harm make it difficult to compare prevalence rates. For 
example, in the United States where the term ‘deliberate self-harm’ is used to refer to 
non-suicidal self-injury (Rodham & Hawton, 2009), intent is the defining factor. 
Nock and Favazza (2009) argue that one of the reasons self-injurious thoughts and 
behaviours have been difficult to reach consensus on is because the DSM-IV lacks the 
inclusion of these and instead self-harm is only included as a symptom of three 
specific disorders, including borderline personality disorder (BPD).
Self-injury appears to be the preferred term within the survivor and feminist literature. 
Whilst self-injury explicitly refers to the direct destruction of body tissue (Nock & 
Favazza, 2009), ‘self-harm’ conveys other potential forms of hurting oneself including 
overdosing, and less obvious forms including eating disorders, anorexia, bulimia and
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excessive drug and alcohol use to name a few. This view is supported within the 
survivor movement where self-injury is often used to mean direct external methods of 
harm, including cutting and burning, whilst ‘self-harm’ is used to refer to a broader 
spectrum of harmful actions (Pembroke, personal communication, November 
2009). Therefore the current study used the term ‘self-harm’ as it sought to explore 
individuals’ understandings of what they conceived to be ‘self-harm’. The study 
attempts to avoid imposing restrictions based on constructions of specific language.
1.3. Self-harm and suicide
In the UK the consensus in the clinical discourse is that self-harm is a form of suicidal 
behaviour and has been found to be a strong predictor for suicide (Owens et al. 2002). 
It is estimated that in the UK 1% of people who self-harm die by suicide within one 
year of presenting to hospital rising to 3- 5% within 5-10 years (Hawton, et al. 1998) 
although intent cannot be easily assumed. Current guidelines (NICE, 2004) do not 
take into account the intent of self-harm (i.e., with suicidal intention or not). Some 
researchers have argued that in most cases self-harm has little to do with suicidal 
intentions (Deiter & Pearlman, 1998), but rather is seen as a “cry of pain” or “cry for 
help” (Scoliers et al. 2009). Nock and Favazza (2009) argue that intent of self-injury 
needs to be assessed in order to distinguish it from suicide although they acknowledge 
the difficulty of this in practice due to the reliance on self-report by individuals.
Survivor perspectives have argued that self-harm is about survival (LeFevre, 1996) 
and self-preservation (Pembroke, 1994) rather than suicide, although accept that there 
is overlap in that there are emotional similarities associated with both (Spandler & 
Warner, 2007). Many authors suggest that self-harm actually assists in coping with 
suicidal ideation and view self-harm as “anti-suicide” since it serves to channel 
destructive impulses away from self-destruction and instead into self-harm 
(Suyemoto, 1998; Connors, 1996). Qualitative research with young women further 
supports this view (Solomon & Farrand, 1996). The boundaries between self-harm 
and attempted suicide are not easily distinguishable which perhaps is why in 
definitions of self-harm the issue of intent is not well addressed. Firstly, individuals 
may not be able to clearly make this distinction for themselves as motivations may be 
multi-faceted, unclear or both may co-exist (Connors, 1996). This may be especially
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true for individuals who self-harm whilst consuming alcohol or drugs -  occasions 
when self-harm has been documented as being more likely (Haw et a l 2005). 
Secondly, attempted suicide can appear very much like self-harm and vice versa. For 
example where there may be no suicidal intent, the self-harm act may be highly lethal 
resulting in death. Self-harm and attempted suicide is clearly inextricably linked and 
there is a justifiable need for consensus to be reached by clinicians and researchers 
alike on the use of these terms.
Psychology services in the UK use the term ‘deliberate self-harm’ which holds 
implications for the ways in which self-harm is managed. It is argued that making the 
distinction between self-harm and suicide is crucial because treating self-harm as 
suicide can result in controlling and risk aversive practices (Spandler & Warner, 
2007). Whilst risk assessment is an important concern, Allen (2007) argues that the 
proportion of people who self-harm that die by suicide within a year is relatively 
minor. Therefore Allen asserts that mental health professionals need to adopt an 
individualised and considered approach to avoid defensive practice which has in the 
past resulted in overprotective and paternalistic responses to self-harm.
1.4. The ways in which people self-harm
People self-harm in a multiplicity of different ways and often use more than one form 
of self-harm (Favazza & Conterio, 1989). The most common methods presenting at 
accident and emergency (A&E) are over-dosing, cutting, or a combination of both, 
followed by poisoning of non-ingestible substances, attempted hanging/self­
strangulation, jumping and carbon-monoxide poisoning (Gunnell et a l  2005). 
However A&E presentations do not necessarily reflect the range or means of self- 
harming behaviour in community samples. Other research has suggested that skin 
cutting is the most common form of self-harm (Madge et a l  2008; Favazza & 
Conterio, 1989). Other methods include scratching, burning, hitting, head-banging, 
insertion and starvation. Some authors view self-harm on a spectrum of lethality that 
includes less lethal self-harm behaviours without visible injury. For example (all with 
intent to cause harm), excessive exercise, ceasing medication, deliberate recklessness 
(Skegg, 2005) and culturally and socially acceptable self-harming behaviours
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including smoking, alcohol, recreational drug use, body-piercing and over-working 
(Turp, 2002).
1.5. Prevalence
A range of factors mediate and influence the prevalence of self-harm including 
gender, race and age. Self-harm is one of the top five reasons for acute medical 
admissions in the UK (NHSCRD, 1998). Since the late 1980’s rates of self-harm have 
been on the increase (Hawton et a l  2000) and have continued to rise throughout the 
nineties into the millennium (Hawton et a/. 2003). Self-harm among UK-bom Asian 
women is thought to be 2.5 times greater compared to white women (Bhugra, et a l
1999). Higher rates are also documented among people who experience same-sex 
attraction (Skegg et a l  2003) while a recent systematic review found that lesbian, gay 
and bisexual people are twice as likely to attempt suicide as heterosexual people (King 
et a l  2008). Research suggests that each year between 140,000 (Hawton et a l  1997) 
and 170,000 (Kapur et a l  1998) hospital admissions in the UK are self-harm 
presentations. This figure, however, distorts the true proportion of people who self- 
harm as these individuals do not always attend A&E (Hawton et a l  2002). This is 
particularly true among those who self-harm by cutting compared to self-poisoning 
(Lilley et a l  2008; Hawton et a l  2004). In fact 70% of adolescents presenting to 
hospital with self-harm have reported previous self-harm episodes that did not lead to 
hospital presentation (Hawton et a l  1996) whilst only 6.3% of adolescents within a 
large-scale community study who reported engaging in cutting reported presenting to 
a hospital (Hawton et a l  2004). An international school survey (Madge et a l  2008) 
found that only 12.4% of recent self-harm episodes among 15-16 year olds resulted in 
hospital admission, whilst a UK-based survey of 41 schools estimated that self-harm 
is 7.8 times more common than suggested by hospital presentations (Hawton et a l  
2009). However, this may still not fully represent the true extent of self-harm in 
adolescents as school-based studies fail to take into account non-attendants (including 
those who may have dropped out of school or truant) among whom a high proportion 
may self-harm.
Greater lethality of self-harm is more likely to result in hospital presentation, with 
hospital presentation rare following cutting compared to self-poisoning (Hawton et a l
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2004). Self-harm has traditionally been considered to be gender biased with an 
overall greater female to male ratio of between 1.2 and 2 (Hawton & Harriss, 2008a). 
However a recent analysis (Hawton & Harriss, 2008b) showed that there is variation 
in this over the life cycle. Whilst there are higher rates of self-harm among females 
than males during adolescence (a pattern that remains until older adulthood), the 
reverse takes place and higher rates of self-harm- although directly linked to increased 
suicidal intent - are observed among older men (Hawton et a l  2003). Self-harm 
possibly serves a different purpose for this population compared to many younger 
people. Exploring the existing self-harm discourse will help to contextualise this 
further.
1.6. Current contexts of self-harm discourse
The médicalisation of self-harm, through its focus on the bodily injury of the act, has 
tended to ignore the meaning and functions of self-harm. Survivor and critical 
perspectives offer an understanding of self-harm beyond the act itself to consider the 
motivations, functions and meanings of self-harm through personal, socio-cultural and 
political analyses. A trauma perspective is also presented here as it has influenced 
current debate surrounding self-harm.
Survivor and critical perspectives
Cresswell (2005) documents the development of self-harm survivor activism in the 
UK and points to the publication of ‘testimonies’ that give insight into the lived 
experiences of women who self-harm and make the personal political, for example, by 
highlighting some of the iatrogenic effects of treatment. He argues that these 
testimonies speak of surviving a double violation - from a gendered life course of 
trauma in childhood and of the psychiatric system that seeks to treat them. Based on 
these testimonies Cresswell presents a construction of survival:
“A growing number o f women are choosing to call themselves survivors 
because they are driven to self-harm by a society that violates them as children 
and adults, ignores their personal experiences, then compounds the violation 
within an ostensibly helping system that actually harms them ” (Cresswell, 
2005, p i675).
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Although this understanding may reflect the experiences of some survivor activists in 
the UK it appears to make specific claims that women survivors who self-harm are 
violated as children and go on to experience violation within a helping system. 
Pembroke’s (1994) view of self-harm appears more inclusive and does not make 
claims about the experiences of people who self-harm:
“Self-harm is a painful but understandable response to distress...Self-harm is 
about self worth, self preservation, lack o f choices and coping with the 
uncopable” (Pembroke, 1994, p i).
Shaw’s (2002) historical review of the clinical literature offers a critical analysis of 
the changing discourses of self-injury within society. It is interesting that early 
psychological perspectives of self-harm were very much in keeping with the survivor 
movement position in terms of their ability to see beyond the individual. For example, 
the consideration of the intrapersonal, interpersonal and social/environmental context 
of people’s lives and the holistic and empathie sentiments are common to both these 
perspectives. Her analysis highlights the shift in discourse from the early 1930’s 
within the psychoanalytic writings of Menninger (1925, 1938 cited in Shaw) who 
viewed self-injury as “an attempt at self healing or at least self preservation” (cited in 
Shaw, 2002, p i95). She suggested that this view was still apparent in the 60’s and 
70’s where self-injury was construed as having adaptive, tension relieving and self 
soothing functions. She argues that from the mid-80’s there was a change in the 
discourse around self-injury when particular psychodynamic and behavioural 
approaches construed self-injury as maladaptive viewing the individual as attention- 
seeking and manipulative. Shaw argues that these historical changes in discourse 
around self-injury resulted in a therapeutic shift towards symptom removal, 
medication, no harm contracts and short-term cognitive behavioural therapy 
approaches. This view echoes Johnstone’s (1997) argument that the categorisation 
and individualisation of self-harm within psychiatry has resulted in the phenomenon 
being located within the individual with disregard to their relationships, lives and the 
context within which self-harm takes place. Similarly, Brown and Bryan (2007) 
regard self-harm as a means of demonstrating resistance and distress to the experience
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of injustice and oppression and as an attempt to gain control. In this sense, self-harm 
can be seen as an attempted solution to the problem of powerlessness (ibid). This 
understanding is comparable with the survivor perspective discussed above.
Trauma and self-harm
A  number of papers reviewing the psychological literature on self-harm (e.g., Skegg, 
2005; Mangnall & Yurkovich, 2008) highlight the link between self-harm and early 
traumatic experiences. It is widely acknowledged that self-harm offers a means of 
coping with trauma (e.g., difficult family dynamics and adverse early experiences 
including physical and sexual abuse) and psychological distress (Suyemoto, 1998; 
Connors, 1996; Favazza & Conterio, 1989). Trauma can however take forms other 
than abuse, including the experience of bullying which has been linked to a risk of 
self-harm (O’Connor et al. 2009; Brunstein et al. 2007).
In examining the functions of self-harm from a trauma perspective, Connors (1996) 
views self-injury as “a fundamentally adaptive and life-preserving coping mechanism” 
(p i99) that enables survivors to cope with the effects of trauma. Based on the work of 
others he summarises the functions of self-harm to include re-enactment of a trauma; 
an expression of needs and feelings; organising the self and regaining physiological 
and emotional homeostasis, and the management of the dissociative process. Whilst 
this conceptualisation may be useful it does not offer an understanding of what exactly 
constitutes ‘trauma’. It also raises concerns about the legitimation and validation of 
people’s experiences in society and on an individual level is particularly disconcerting 
as it may imply that trauma survivors are ‘justified’ in their use of self-harm whilst 
those who have not sustained trauma have no ‘excuse’.
1.7. The management of self-harm
The management of self-harm seems to be characterised by both the perspective of 
professional understandings and service-user subjective experiences. It is necessary to 
examine the literature on help seeking, experiences of A&E, current treatment 
approaches to self-harm, and then explore how individuals manage their self-harm 
outside of the professional context. This will provide a contextual grounding for 
exploring how people who self-harm engage in a process of healing and recovery.
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Help seeking
Research shows that adolescents are unlikely to access help even when they see the 
need for it and that they are more likely to seek help from peers than professionals 
prior to and after a self-harm episode (Fortune et al. 2008a; Evans et al. 2005). 
Fortune et al. (2008a) identified mainly attitudinal barriers to seeking help, either 
located within the individual (e.g., self-harm as not serious, the perceived ability to 
cope alone) or their concern about the responses of professionals and family members 
(e.g., being seen as an attention-seeker, causing more problems). Whereas this study 
found help-seeking problems to be located within the individual other studies 
highlight prior experiences of help seeking. For example. Warm et al. (2002) found 
that adolescents do not generally access professional help even though they want to 
stop their self-harm and suggests that levels of reported satisfaction may relate to this.
Experiences of A&E
The first (and often only) point of access for people who self-harm is A&E services 
(Mackay & Barrowclough, 2005; National Institute for Clinical Excellence, 2004). 
The experiences of people who self-harm based on personal testimonies and self- 
report research studies have largely been negative with service users encountering 
negative attitudes by health care staff, discrimination and painful treatment (Taylor et 
al. 2009; Mental Health Foundation, 2006; Pembroke, 2000; Johnstone, 1997). NICE 
(2004) also reported that people seeking support following self-harm are not treated 
with dignity or respect. An internet-based survey among adolescents found that 
medical professionals were reported to be the least supportive among a pool of 
professionals that included counsellors, psychologists and self-harm specialists (Warm 
et al. 2002). This is problematic considering that they are most often at the frontline 
of such services. Research with health care professionals supports these findings, with 
medical staff expressing negative emotions and discriminatory attitudes towards 
people who self-harm especially towards individuals who are viewed as having 
greater control (MacKay & Barrowclough, 2005). Similarly Friedman et al. (2006) 
found that a lack of self-harm training and greater length of time working in A&E 
among medical professionals were correlated with high levels of anger towards 
patients who self-harmed by cutting. They were also likely to view self-harm as 
“attention-seeking” and “manipulative”. Although these studies are based on
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hypothetical questions and explore only attributions and behavioural intentions (rather 
than actual behaviour and experience of medical professionals) they support the 
experiences of service-users. Medical professionals also feel that they are well 
equipped to manage self-harm and do not see the need for further training (MacKay & 
Barrowclough, 2005). Although such views may be changing recent research 
suggests that negative attitudes continue to exist among doctors in medical training 
(Law et a l  2009). It comes as no surprise to learn that women have reported avoiding 
going to A&E (NHSCRD, 1998) sometimes preferring to treat themselves (Harris, 
2000).
Although the NICE guidelines (2004) recommend that people who present to A&E 
undergo a psychosocial assessment, research shows that almost half of A&E attendees 
presenting with self-harm are not offered a specialist psychosocial assessment and 
subsequent treatment (Gunnell et a l  2005). In addition those who are at greatest risk 
of repetition of self-harm are less likely to receive assessment (Hawton et a l  2004) 
which some argue is concerning considering that repetition of self-harm is associated 
with increased risk of suicide (Haw et a l  2003). A recent systematic review (Taylor 
et a l  2009) found that patients expressed dissatisfaction with psychosocial 
assessments and with aftercare including difficulty in accessing further specialist 
treatment. Despite reports of satisfaction among users of specialist self-harm services 
(Haw et a l  2003; Warm et a l  2002) accessing therapeutic support beyond A&E 
services can be extremely difficult on the NHS (Simpson, 2004, cited in Simpson,
2006). Service-user experiences of A&E are therefore characterised by complex inter­
relations of the training, experience and attitudes and understanding of self-harm by 
medical professionals which is also influenced by treatment approaches for self-harm.
Current treatment approaches
The ways in which self-harm is understood has had a direct impact on the treatment of 
people who self-harm. From a medical model perspective the goal of treatment has 
focussed on symptom-removal and abstinence or elimination of self-harm. Research 
demonstrates that people who self-harm have poor problem-solving abilities (Gratz, 
2007; McAuliffe et a l  2006; Hawton et a l  1999), increased negative emotionality and 
display deficits in emotion skills (see Klonsky & Muehlenkamp, 2007, for review).
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One study (Evans et al. 2005) comparing self-harmers with non self-harmers 
highlighted that people who self-harm have poor coping strategies and employ 
“emotion-focused” strategies including alcohol use and getting angry. Non-self- 
harmers were more likely to employ problem-focused strategies (e.g., sort out their 
problems by talking about them). This analysis is problematic in that it further locates 
the issue of self-harm within the individual and highlights their apparent deficits with 
little regard to why these individuals may resort to self-harm and emotion-focused 
strategies in the first place. They also fail to consider the socio-cultural environment 
within which the lives of people who self-harm are embedded where helpful resources 
may not be available or accessible and where adverse early experiences may have 
necessitated reliance on these self-survival strategies. Furthermore this type of 
understanding impacts on the type of treatment offered to individuals- notably 
cognitive behavioural and problem solving therapies which it is argued are not a 
panacea for people who self-harm (McAndrew & Wame, 2005).
People who self-harm are commonly given a diagnosis of BPD (Haw et al. 2001). 
Given that this diagnosis has recurrent threats or acts of self-harm as one of its clinical 
features, this is not surprising. Turp (2002) suggests that it is common in practice for 
the diagnosis of BPD to be made on the basis of self-harming behaviour alone. BPD 
is considered to be a gendered diagnosis (Shaw & Proctor, 2005) with 75% of those 
given this diagnosis being women (DSM-IV, 1997). People with BPD are 
characterised with problems related to behavioural, emotional, cognitive and self 
deregulation which manifest in a range of impulsive behaviours including self-harm. 
The diagnosis of BPD is considered to be one of the most stigmatising by the feminist 
and survivor movements and by professionals working within the mental health field 
(Allen, 2004; Shaw & Proctor, 2005; Nehls, 1999; Johnsone, 1997) who view it to be 
antagonistic, demoralising and oppressive. Although 70% women with a BPD 
diagnosis have been sexually abused, BPD is not defined with any reference to trauma 
(Castillo, 2000a, 2000b; Meichenbaum, 1994, cited in Shaw & Proctor, 2005). 
Wilkins and Warner (2001) are critical of how self-harm and other negatively viewed 
behaviours within BPD are constructed as the result of an internal deficit. Instead 
they view these as adaptive reactions, i.e., attempts to gain control, mastery and 
alliance with others in the face of trauma and distress. This can also be understood
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within a feminist interpretation which suggests that self-harm might actually be a 
normative response to abnormal events (Brown, 1992).
From an evolutionary perspective there is evidence to support this. Gilbert (2006) 
suggests that human beings have neurobiological cognitive systems that program the 
mind for specific types of social interaction, and influence the way people respond to 
their internal states. He argues that early experiences of threat and safety are related 
to the development of soothing systems, pointing out that in situations where the 
threat systems are highly aroused, stress systems are over-stimulated. He highlights 
evidence demonstrating that as a result of this, problems arise in brain maturation, 
affect regulation systems and in the formation of self-identity. Gilbert (2006) suggests 
that people with a diagnosis of BPD are often distrusting, quick to respond with 
anger/anxiety and seem uncertain about their self-identities arguing that that whilst 
this may be maladaptive in supportive and nurturing environments, it is adaptive in 
hostile and abusive environments. Furthermore, if brain maturation in these areas 
(which relates specifically to traits of empathy and social affiliation), was fully 
functioning it may actually be detrimental to a person facing hostile environments.
The treatment approaches for people who self-harm including those with a BPD 
diagnosis tend to reflect the reductionist view, offering interventions that are deficit- 
focused (working with perceived deficits rather than strengths) and focus on symptom 
removal. These include cognitive behavioural therapy approaches (Berk et a l  2004; 
Rudd et a l 2001), and Linehans’ (1993) dialectical behaviour therapy (DBT), the 
current treatment of choice for people with a BPD diagnosis. The treatment goals in 
DBT involve reducing and eliminating the self-harm behaviour and suicidal risk 
(Swales, 2000). The evidence for DBT as an effective treatment for people with a 
BPD diagnosis is developing (Linehan et a l  2006). However Pitman and Tyler 
(2008) argue that it is extremely rare to find a DBT service in the UK operating to the 
original model which raises questions regarding the efficacy of these modified 
versions. The resource intensiveness of DBT services has made them difficult to 
sustain, frequently resulting in a disbanding of services and consequently patchy 
service provision in the UK putting into question the viability of this approach 
(Pitman & Tyler, 2008). It is also regarded with scepticism among survivor activists
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and professionals who view aspects of it as punitive (Pembroke, 2007; Spandler & 
Warner, 2007). In addition Simpson (2006) expresses concern that the focus on 
ceasing self-harm upon commencing DBT treatment is potentially worrying when for 
many women self-harm may be their only means of coping. In these circumstances, a 
more empowering approach offering techniques for minimising damage may be more 
appropriate.
Harm minimisation
Harm minimisation has been long advocated by the survivor movement (NSHN, 
2000) and stems from the view and experience of people who self-harm that 
interventions focusing on eliminating self-harming behaviours can be unproductive 
and even detrimental to the person (Pembroke, 2006, 2007). Pembroke (2006, 2007), a 
long time advocate of harm minimisation argues that trying to stop people from self- 
harming by any means can actually increase their risk and that this approach enables 
individuals to self-injure until survival is possible by other means (Pembroke, 2006, 
2007). Harm minimisation is a move away from abstinence and instead is about 
providing people with information and education (e.g., on anatomy, first aid, wound 
care and safer self-harm methods) so that they can injure within safe limits 
(Pembroke, 2006, 2007). Crowe and Bund ark (2000) explain that in their service this 
approach is more one of tolerance of self-harm within limits. In more recent years 
harm minimisation has gained increasing interest in the clinical arena being widely 
practiced in clinics across the country (RCN, 2006) as well as gaining approval by 
NICE (2004) for repeated self-harm.
1.8. The subjective and experiential context of self-harm and its management
Although sparse, some research has explored the subjective experience of self-harm 
(Soloman & Farrand, 1996; Harris, 2000; McAndrew & Wame, 2005; Abrams & 
Gordon, 2003), constructions of ‘se lf in self-harm (Adams et a l  2005; Walker, 
2009). However, few studies have explored how people attempt to heal or recover 
from self-harm (Sinclair & Green, 2005; Grocutt, 2009a) whilst one specifically 
explored the use of self injury support groups (Corcoran et a l  2007). Despite its 
dearth, the existing research develops an understanding of the lived experiences of
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people who self-harm. Whilst most of these studies focus on the experience of self- 
harm, few consider how people engage in ways of actively managing their self-harm.
Research suggests that non-statutory organisations and informal support structures are 
beneficial to people who self-harm. For example, self-injury support groups have 
been found to be empowering for the women accessing them by facilitating 
experiences of belonging, autonomy, positive feeling and change (Corcoran et al.
2007). Similarly Baker and Fortune’s (2008) qualitative study of online support found 
that self-harm websites provide valuable resources including empathie understanding, 
emotional support, advice and friendship and a way of coping which can help users to 
develop a positive identity for themselves. The authors suggest that such internet sites 
are an accessible and effective alternative to psychotherapeutic and pharmacological 
interventions. However they add that this could also have the effect of further 
marginalising these online communities from wider society and exacerbate obstacles 
to accessing help offline. Whilst there is some therapeutic benefit of such websites for 
those who access them there are inevitably risks attached due to the presence of 
unregulated sites that lack enforcement of ethical policies which might safeguard 
against harm.
Some qualitative studies (e.g., Abrams & Gordon, 2003) have also alluded to people 
who self-harm using alternative strategies of coping including one’s own inner 
resources, spirituality, creative expression and the arts. Alternative forms of self 
expression may also be used to deal with distress and self-harm management. 
Internet-based self-harm networks also make reference to creative and innovative 
coping methods. Little is known about these potentially helpful resources that people 
may use to facilitate coping in relation to personal distress although recent research 
has begun to explore this. Klonsky and Glenn (2008) found that individuals used a 
number of strategies to resist urges to self-harm. Whilst keeping busy, being around 
friends, and talking to someone were the most commonly used methods, doing sports 
and exercise, removing instruments to self-harm and finding someone who is 
understanding were considered to be the most helpful. Grocutt’s (2009a) study on 
self-harm in secure settings found that therapeutic relationships, personal incentives 
and seeking control in life aided cessation and maintenance.
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A key study in this area (Sinclair & Green, 2005) examined the resolution of self- 
harm for people who had specifically undergone specialised hospital treatment 
following self-poisoning. This study focused on how the lives of participants, who 
had not self-harmed for a minimum of two years, were different since their last self- 
harm hospital admission. Three recurrent themes were identified all which related to a 
perceived lack of control in their lives, and which precipitated self-harm. This 
included alcohol dependence, untreated depression, and among adolescents, 
uncertainty within their family relationships. Resolution respectively involved 
abstinence and regaining self-pride, recognition and treatment of illness triggered by 
hospitalisation, and for the latter group, gaining control in one’s life by developing 
autonomy through separating from the family was important. The management and 
resolution of self-harm therefore involves the fundamental concepts of healing and 
recovery.
1.9. Healing and recovery
The healing journey, as expressed and experienced by people who self-harm is 
important analytically here. The terms healing and recovery are often used inter­
changeably in the literature. Medical definitions of recovery have tended to focus on 
symptom reduction often decided on the basis of outcome measures (Loveland et a l
2005). Over the last 20 years the mental health survivor movement however has re­
defined and re-claimed the concept of recovery to have a much wider meaning. 
Repper (2000) for example, considers recovery to be about reconstructing a positive 
identity, a process of making meaning, accepting and living with the limits of one’s 
own mental health problems. Survivor perspectives view recovery as possible even in 
the presence of symptoms (Anthony, 1993). Similarly, Deegan (2003) views recovery 
as encompassing hope, building a positive identity, distancing oneself from 
psychiatric labels, managing symptoms, building a strong support system and finding 
a sense of meaning and purpose.
For the person who self-harms, espousers of the survivor movement would argue that 
from the moment one self-harms in response to distress, recovery and healing begins 
(Pembroke, personal correspondence, 30‘^  June 2009). Paradoxically then, the act of 
self-harm becomes an attempt to heal oneself and in this context has been described as
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a sign of hope (Motz, 2009). Other researchers too take issue with the word recovery. 
Adame and Knudson (2008) in their healing narratives of psychiatric survivors argue 
that there is an experiential disconnect between clinical conceptualisations of recovery 
and the lived experience of psychological suffering and healing. Here a medical 
framework defines recovery as a fixed or static goal rather than as an ongoing process 
of change and growth. For this reason in their research they adopt Hyden’s (1995) 
term of “living the good life” to avoid framing their question in medical discourse 
which could distort their interpretations of survivor narratives. Adame and Knudson 
(2008) suggest that the word recovery implies that the person had something to 
recover from, i.e., that they were ‘ill’ in the first place, and view this as a fundamental 
misconception of the word. It also assumes that the person has something to recover 
to, i.e., a state of normality. In their study they make the distinction between master 
narratives of recovery which is typically about relieving a person’s discomfort and the 
alternative narrative which focuses on living a meaningful and purposeful life (not 
necessarily one without distress). This seems to correspond with Deegan’s (1996) 
conceptualisation of recovery which is “to embrace our human vocation of becoming 
more deeply, more fully human” (p92).
Rather than accept assumptions about conventional definitions and understandings of 
healing, the current study focuses on the emergence of subjective understandings and 
processes. For the purposes of the current study the term healing rather than recovery 
was used. There were several conceptual reasons for this. Firstly, through its 
association with established mental health reform and survivor discourses the term 
‘recovery’ has taken on political significance. Secondly, and related to the above 
point, recovery has come to hold different meanings in different clinical and social 
contexts. For example, recovery in the mental health field is conceptually quite 
different to recovery from addiction which means abstinence within the Twelve Step 
framework. Both these points suggest that the term recovery may confine and limit 
people to particular understandings of the term. Thirdly, Hyden (1995) considers 
recovery as a re-narration of the cultural, social and psychological aspects of the self. 
In the present study the term ‘healing’ has been used because its literal meaning “to 
make whole”, encompasses the inclusion of the physical (i.e., bodily), social, cultural, 
psychological and spiritual aspects of oneself. The term healing therefore as Liebrich,
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(1999, cited in Tumer-Crowson & Wallcraft, 2002), also suggests is a process that 
goes beyond the notion of recovery. In her work with survivors of mental illness she 
discusses the idea of making discoveries about oneself, thereby going beyond the 
notion of restoration to ones previous self. This idea of making discoveries about 
oneself is an important one. Harrison (1997) also alludes to this in her healing 
narrative in relation to self-harm, in which, as she got to know and value various 
aspects of her self, the need to self-harm gradually subsided. The notion of making 
‘discoveries’ about the self as a defining feature of healing connects very directly to 
issues of identity. This makes narrative analysis more appealing as an approach as it 
is concerned with how we identify ourselves and those around us as well as how we 
describe and understand our experiences (McAdams, 1985).
1.10. The use of narrative
Narrative psychology as a discipline is interested in how people organise and bring 
order to their experiences (Willig, 2001). The use of narrative (originally sourced in 
literary analysis) in the social sciences began in the 1980’s, when researchers became 
increasingly interested in how people make sense of their lives and the world they 
inhabit through the stories that they tell. Sarbin (1986) proposed that through the 
creation and exchange of narratives we live in a storied world. Stories allow us to re­
evaluate the past and enable us to make sense of our world (Murray, 1999, 2003). 
Crossley (2000) argues that in narrative psychology, ‘language’ is the vehicle through 
which people understand themselves and it is through processes (of talking and 
writing) that they constantly engage in a process of creating themselves.
A narrative approach has been used to explore illness narratives (Frank, 1995) and 
recovery narratives in mental health including trauma reconciliation (Burnell et al. 
2009), the recovery of psychiatric survivors (Adame & Knudson, 2008) and resolution 
from self-harm via self-poisoning (Sinclair & Green, 2005). Burnell et al. (2009) 
suggest that making meaning of difficult experiences by creating coherent stories that 
allow for a reconciliation of the event and the ability to grow is perhaps the most 
important narrative concept in health and clinical psychology. Within medical 
sociology and health psychology the concept of biographical disruption in the lives of 
people faced with chronic illness has been explored (Bury, 1982). The experience of
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personal distress and self-harm which may be an embedded feature of one’s life 
narrative may not necessarily be experienced as a biographical disruption. It may well 
be more fitting to use the phase “biographical reinforcement” (Carricaburu & Pierrret, 
1995) as there may be pre-existing situations or experiences of distress that cause one 
to self-harm. In such cases self-harm may be the very vehicle that one uses as a 
means to alleviate the chaos and disruption through what William’s (1997) has called 
narrative reconstruction of the self. Narrative reconstruction fits with Hyden’s (1995) 
notion of recovery as a re-narration of the self. This makes narrative analysis more 
compelling in exploring the healing stories of people who have experience of self- 
harm.
1.11. Summary and rationale
The literature reviewed demonstrates a dominant discourse (i.e., master narratives) 
about self-harm embedded within a medical diagnostic framework which requires 
particular forms of treatment to alleviate distress and stop people from self-harming. 
The subjective self-harm discourse (in survivor narratives and qualitative studies) tells 
us about the often traumatic life experiences of people who self-harm, the stigma and 
shame they experience, their negative experiences of health care (sometimes resulting 
in an active avoidance of health care) and difficulties in accessing specialist care. 
These counter narratives are important in demonstrating the lived experience of 
people who self-harm. However, they tend to focus on the “problem stories” about 
self-harm instead of acknowledging what can sometimes be potentially heroic and 
success narratives or “unique outcomes” (McLeod, 2004). This also implies that 
individuals who self-harm can act as their own agents of change. Rodham and 
Hawton (2009) suggest there is a need for research that helps to elucidate factors that 
trigger and reduce the desire to hurt oneself. There is a paucity of research that 
explores how people with experience of self-harm make sense of their lives and 
negotiate and construct the process of healing for themselves. This study aims to do 
this by bringing to light the meaning and experience of healing revealed within the 
narrative re-constructions, i.e., the stories that people write about themselves. These 
‘further developed’ counter narratives around self-harm may enable different stories to 
be told that uncover the personal agency that individuals demonstrate in attempting to
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heal themselves. The process of writing one’s story may help participants to reclaim 
some sense of legitimacy over their experiences.
2. Method
2.1. Narrative analysis
Narrative Analysis (NA) was considered most appropriate for exploring people’s 
personal written stories of healing in relation to self-harm. NA allows for an 
examination of both content and form  including how a story is structured and the way 
it is told. This approach avoids the risk of fragmenting people’s stories and losing the 
complexities present within a story by breaking it down into a thematic categorisation.
Baldwin (2005) argues that narrative has a place in the mental health arena in 
uncovering ethical narratives that are meaningful, enabling and individual. Given the 
often unvoiced and unheard / subjectively unexplored nature of self-harm and healing 
stories, NA appears to facilitate a sophisticated qualitative and empowered purchase 
for these experiences. If the methodological and experiential utility of qualitative 
approaches allows the revealing of often unheard voices -  then NA is situated in an 
ideal position for exploring the stories of healing within people’s on-going lives -  as 
they write them. For the purposes of this study, the usefulness in NA resides not only 
in the emergent subjectivity of experiences, but in the discernment of human agency 
(Reissman, 1993) within the overall self-harm and healing arena. It allows the reader 
to see how not only descriptions of events, processes and feelings are written about, 
but to situate these within a variety of coping and sense-making mechanisms, within 
the narrative constructions themselves. This tells us something interesting and 
important about the whole notion of writing and re-writing our lives within the 
personal, social, and political contexts -  NA allows this to happen.
Bruner (1990) talks about narrative as autobiography, that is a “retrospective inquiry, 
an account of what one thinks one did in what settings in what ways for what felt 
reasons” (pi 19). In this sense I was interested in peoples’ autobiographies around 
specific events. This study included an auto-ethnographical aspect in that I was also a 
participant, and wrote my own healing narrative. I was influenced by the work of 
Etherington (2003, 2005) who wrote her own narrative of healing from trauma along
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with her participants. Frank’s (1991) influential writings have involved the 
experience of his own illness as well as well as that of others. This approach allows 
for the researcher to incorporate elements of their own life experience when writing 
about others (Ellis & Bochner, 2000).
It was also my hope that through using the narrative approach, alternative accounts 
could be explored allowing for more hopeful and helpful stories of resilience and 
resourcefulness to emerge in contrast to the dominant pathologising discourse of self- 
harm that is present in psychiatry. This dominant discourse has been accused of 
removing power and control from the person who self injures, denying their feelings 
and ignoring the meaning behind the self-harm for the person (Johnstone, 1997). By 
bringing our attention to the political process and dimensions present in stories we can 
be alerted to the power structures that allow certain stories to be told whilst silencing 
others (White & Epston, 1990). NA is therefore considered to be a useful approach to 
use with marginalised people or those who have had a stigmatised identity. It can give 
particularly useful insights into cultural values and assumptions where the experience 
being described is unresolved, problematic or stigmatising as it can unearth causal and 
structural factors and issues of personal agency (Earthy & Cronin, 2008). The 
feminist position fits well with a narrative approach in that it provides an opportunity 
for participants to set their own agenda and for them to prioritise what is important to 
them in their story as they decide how they write their stories and what they write. 
Furthermore, whilst NA enables the researcher to be attentive to feminist and critical 
concerns regarding oppression, power and subjugated discourses it also acknowledges 
post-structuralist concerns of language and meaning (Denzin & Lincoln, 2005).
2.2. The personal context of the research
There are several reasons I chose to write myself into the research. I hoped that my 
openness and transparency would help to engage participants to share their stories 
with me. Also by engaging in the process of writing my own story, I was curious 
about what it would bring to me personally as well as what it would bring to my 
research. Exploring my own experiences through narrative seemed to facilitate the 
process of a legitimate approach for thinking about and engaging with this research 
(Ellis & Bochner, 2000). It could be argued that being so close to the experiences of
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participants in this study may make it difficult to maintain curiosity about people’s 
stories. However Stiles (1993) suggests that personal involvement and passionate 
commitment to an issue need not necessarily lead to risks of distortion, but may 
motivate a thorough and detailed investigation of the subject matter. In this regard it 
is important to acknowledge one’s speaking position, and the personal background 
and values (see below) that may have influenced the research.
I would argue that my research falls between an interpretive-constructivist and critical 
ideological paradigm (Morrow, 2007) where multiple realities exist and where 
meanings are co-constructed. Whilst I accept that realities exist that are based on 
power relations I also hold the view that meanings are co-constructed. This fits with a 
critical realist position. In my research, subjectivity, interaction with participants and 
the voice of researcher and researched is valued and there is a commitment to 
redressing the balance of social justice by giving a platform to the “less heard” 
voices/stories of those people in this research.
Personal reflexivity in the research process
I am a South Asian woman who has a history of self-harm stemming from childhood 
trauma including sexual abuse and witnessing domestic violence within the parental 
home. My self-harm showed itself through cutting, bulimia and overdoses and suicide 
attempts in childhood and my adolescence from the age of 11. My research and 
clinical interests specifically relate to how people can activate the resources within 
and around them in coping with distress. This fits with my preference for working 
within a narrative therapeutic framework which privileges the personal stories of 
individuals and views them as experts in their own lives.
2.3. Why ask people to write stories?
Interviewing participants was an obvious approach to gathering stories and would 
have equally been suited to a narrative analysis. However asking people to write their 
stories presented itself as a potentially powerful approach for accessing detailed life 
stories of individuals. A similar approach has previously been used in exploring the 
experiences of women who self-harm through letters written to the researcher (Harris,
2000). Logistically, this approach also enabled me to take on the role of participant.
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Participants were invited to look through their own personal interpretative lens in 
making sense of what the research was asking of them and then to take control of the 
process of writing their story. In this sense participants were free to tell their story 
however they preferred without interruption and prompting. Narrative writers have 
discussed the pressure on people telling their stories to act in socially desirable ways 
(Polkinghome, 2007). This risk is most certainly a real one in a study that addresses a 
stigmatising issue such as self-harm where feelings of shame and embarrassment are 
commonly experienced. However I would argue that in this study this risk is 
minimised because individuals are writing their stories rather than being interviewed. 
Participants having control over the narrative process and honouring their privacy by 
facilitating a personal reflective space within which they could engage with 
themselves, created potential for greater honest and open self expression. I also hoped 
that this approach would empower the participant as much as possible to enable them 
to tell their story, as they chose to tell it, prioritising and paying attention to aspects of 
their own process as they saw fit. They were free to draft, edit and change their story 
before submitting it and even upon completion of writing their story, they were not 
bound in any way to send it to me.
2.4. Procedure 
Criteria for participation
The only criterion for participation was the experience of self-harm and some personal 
resonance of having journeyed towards healing in relation to this. Participants were 
not excluded on the basis of any psychiatric diagnosis. Neither were they required to 
have stopped self-harming. It was left for participants to decide if the remit of the 
research resonated with them in ways that inspired them to write their own story. The 
information about the study emphasised the importance of this and made it clear that 
the healing process was very individual and that it could hold a number of different 
meanings.
Process of engagement
Recruitment took place over a period of twelve months (November 08 - November 
09) using purposive and snowball sampling (Hughes et a l  1995). I contacted several 
self-harm recovery networks, a service user network, and two women’s voluntary
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sector organisations (appendix 1) whom I selected as they had previously undertaken 
research into self-harm with details including a poster summarising the research 
(appendix 2). Those that responded printed my poster in their newsletter (the service 
user network site) and displayed the poster on their premises (the women’s voluntary 
sector organisations). Furthermore I spoke to colleagues about my research who 
helped the recruitment drive by circulating information about the research to others 
whom they knew had experience of self-harm. Some of these participants were 
members of self-harm/recovery online networks which resulted in further recruitment 
of participants. A number of people emailed expressing interest in the research. 
Several chose not to take part after realising the level of commitment. One person 
retracted consent following consultation with her therapist, whilst two others 
withdrew for no given reason.
In my view, the nature of the research required participants to be initiators playing a 
highly active role in the research process- initially by emailing me expressing interest 
(as opposed to being approached) and later being self directed in writing their own 
story (as opposed to being interviewed). The personal and political motivations of 
people who took part need to be considered. In my email exchanges with several 
participants it was clear that they valued the opportunity to take part in research that 
attempted to privilege the personal “survivor” testimonies of people with experiences 
of self-harm. One was quite open about her service-user involvement work. It was 
also interesting that some participants (including myself) were interested in taking up 
an opportunity that would engage them in a journey of personal exploration and self 
reflection.
The research pack
Once participants emailed expressing their interest in the study they were emailed 
back a ‘research pack’. This included attachments of documents comprising a 
‘consent form’ (appendix 3), a ‘participant detail form’ to collect demographic 
information (appendix 4), an ‘information sheet’ (appendix 5), ‘guidelines’ and 
‘practical pointers to writing the story’ (appendices 6 and 7). Participants were 
required to ‘opt in’ (Hine, 2008) to the study by completing the ‘consent form’ which 
entailed checking boxes agreeing to five statements and printing their name (or
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pseudonym) and date on the form and returning it in an attachment prior to writing 
their story. Gaining consent virtually by email is considered advantageous to face-to- 
face consent as participants are less likely to feel pressured into taking part and are as 
a result more likely to participate through their own volition (Eynon et a l 2008). The 
‘information sheet’ gave a comprehensive account about the nature of the study, the 
process of being involved and consent issues. It also gave instructions for password 
protecting documents and listed the contact details of helpful organisations and 
resources. The ‘guidelines’ provided content-based guidance for writing the story. 
Participants were asked to consider what self-harm and healing meant to them and to 
think about how their relationship to self-harm had changed in ways that became more 
hopeful and less harmful. They were also asked to consider the temporal dimension 
of their relationship to self-harm and factors that had helped and heeded the process of 
healing. Participants were encouraged to reflect upon other aspects of their life that 
were important in understanding the process of healing. Finally they were also asked 
to write any reflections, thoughts or feelings on the process of writing their narrative. 
The ‘practical pointers’ document provided specific process-based guidance in terms 
of asking participants to consider what they needed to do in order to keep themselves 
‘safe’ in the process of writing their story. The importance of paying attention to this 
issue is addressed under ‘safeguarding of participants’ in the ethical considerations 
section below.
Development o f materials
A  draft of the research information pack was circulated to four people who had a 
history of self-harm for comments and feedback. Two people suggested minor 
changes to make the documents less academic, more accessible and user-friendly. 
These changes were made and a final version was compiled. This grounded the nature 
of the inquiry and could be viewed as part of the co-construction of the research and 
may have helped participants to make sense of and engage with the materials.
2.5. Ethical considerations 
Safeguarding of participants
Although the benefits of writing one’s own life story have been documented 
(Pennebaker & Seagal, 1999), I needed to consider the emotional impact writing one’s
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own narrative would have on participants. As a researcher and someone who has 
experience of self-harm I was aware of the potential for distress in writing one’s story. 
This was particularly important to consider as I was not meeting face-to-face with 
participants where I could elicit feedback and make judgements about the pace, depth 
of my questions and responses. The ‘practical pointers’ provided basic tips and advice 
for participants -  both in terms of helping them to write the narrative and in terms of 
keeping themselves safe whilst writing it. The aim of this document was to reduce the 
potential for distress and to manage distress. It was also reiterated here that 
participants could stop and abandon the story writing if it proved to be too difficult.
Ethical considerations regarding online research
Various modes of enhancing security via transmission of personal attachments 
through the internet were considered. Encryption of documents for example required 
participants to download and install software onto a computer to which they might not 
have access rights to do so (e.g., on a public computer). Kraut et a l  (2004) argue that 
there needs to be a balance between ensuring that participants are protected whilst not 
placing excessive burdens on them regarding consent procedures and security. 
Password protection of documents was considered to be an accessible form of 
security. This simply required participants to password protect their documents and 
then to send a separate email with the relevant password. Password protection is a 
well used and accepted form of data protection (Eynon et a l  2008). Furthermore 
there is the issue of control in relation to the communication process of doing internet- 
based research. Markham (2004) suggests that participants also have a greater degree 
of control over the meaning of the message, control over the content and form of the 
data, presentation of themselves and over others’ perceptions of them.
Ethical approval
Ethical approval for the study was sought from the University Ethics Committee. The 
committee initially raised some issues in relation to enhancing the security of the 
transmission of documents from participants to the researcher. Once these issues were 
addressed ethical approval was granted (appendix 8).
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2.6. Participants
Studies using NA have typically varied in sample size. A recent study on self-harm in 
women with a diagnosis of BPD involved four participants (Walker, 2009) and 
Etherington’s (2003) research on childhood trauma narratives and healing involved 
ten participants. Whilst there is no agreed minimum on sample size, the number 
collected was considered appropriate to be able to do analytical justice to their 
narratives given the richness, depth and complexity of the stories. The participants 
who took part were recruited through existing personal contacts (n3), internet based 
forums (n2), the national service user network (nl), a women’s organisation (nl) and 
snowballing (n2). All lived in the UK and with the exception of one all were women. 
Table 1 (overleaf) shows the demographic characteristics of participants. Participant 
names are fictitious.
I had received 3 stories prior to writing my own. I decided not to read the stories until 
I had written my own so that I could ensure that my story would not be influenced by 
that of my participants. I did this not as an attempt to ensure validation of my story 
being my own, but to honour my own experience and process without the influences 
of the stories of others. I was also making the assumption that my participants’ stories 
would be theirs alone and not significantly influenced by others.
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Table 1: Participant demographics
Name Age Ethnicity Form  of self-harm Tim e lapsed 
since last self- 
harm  episode
1. James 27 White British cutting, overdosing, drug 
abuse
7 years
2. Caroline 26 White Irish cutting, overdosing 10 months
3. Julia 29 White British cutting, skin picking, hair 
pulling, burning, over­
eating
7 years
4. Maya 35 British Asian cutting, bulimia, 
overdosing
10 years
5. Lucy 33 White British cutting, burning, hitting, 
over dosing
15 years
6. Dee 27 White British cutting, burning, head 
banging, drug & alcohol 
abuse
A few weeks
7. Jill 41 White British overdosing 20 years
8. Maria 27 White British cutting and gouging with 
nails
ongoing
9. Karen 34 White British cutting, hitting/kicking 
objects, using objects to hit 
body parts, alcohol and 
substance abuse, not eating
cutting-7 years 
drug abuse 13 
years . Others 
to a lesser 
extent continue
10. Sarah 33 White British/ 
Scottish
cutting (95% ), breaking 
bones overdosing, 
“significant risk taking” 
drugs & alcohol /  anorexia
4 months
2.7. Analysis
The stories were analysed using narrative analysis. There is no one unifying approach 
to narrative analysis. NA allows for the analysis of both/orm  - that is how the story is 
expressed and its temporal development - and content of a story (Elliot, 2006). 
Narrative analysis typically focuses on one or the other. Murray’s constructivist 
approach (2003) which allows for a holistic analysis drawing upon the ideas of a 
number of narrative writers, was used in this study as I was interested in how people 
negotiated their healing process. This approach has two phases. The first descriptive 
phase involved reading and re-reading the stories and becoming familiarised with the 
structure and content of the narrative. Murray (1997, 2003) then recommends 
summarising the story to draw out the beginning, middle and end using the narrator’s 
words to ground the analysis. This process assists in gaining a sense of the underlying 
orientation of the narrative. The narrative orientations were initially considered in
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relation to Gergen and Gergen’s (1986) three narrative forms produced through 
examining the narratives of people suffering from serious illness. They describe a 
progressive form where one progresses towards a goal state; regressive, where one 
continuously moves away from a valued state; and a stability narrative which 
essentially remains unchanged. Narratives can include a combination of forms that 
have been further characterised. For example, a happy ending narrative is where a 
regressive narrative increasingly moves towards a progressive form. The reverse is 
characterised as a tragic narrative, whilst a romantic saga narrative is characterised as 
a series of regressive and progressive phases.
Whilst progressive, regressive and stable phases were identified in the narratives, the 
temporality of the narratives could not be captured using these forms alone and 
conveyed little about the intricacies and nuances underlying the narratives. For 
example, many narratives began with a regressive followed by a progressive phase, 
however whilst two of these tapered off and reached a plateau ( / ^  others appeared to 
continue on a progressive continuum ( /  ). Narrative theorists (Polinghome, 1988; 
Sarbin, 1986) have acknowledged that the classification of narratives remains 
unresolved. Other researchers have found that Gergen and Gergen’s forms do not 
easily fit with particular narratives, especially in conditions that are chronic (Good & 
DelVecchio Good, 1994; Robinson, 1990). Consequently, I developed my own 
narrative forms to accommodate the data. Other narrative researchers have frequently 
developed their own forms (Murray, 2007; Thornhill et al. 2004; Crossley, 1999).
The interpretive phase involved analyses at the personal, interpersonal and societal 
levels and also assisted in drawing out the commonalities within the narratives. This 
interpretive phase enabled exploration of how the stories are connected to societal and 
cultural contexts within which they are embedded (Murray, 2000). This analytical 
process can be summarised as:
• Re/reading of the story
• Writing a summary
• Identifying narrative form/s
• Personal, interpersonal and societal levels of analysis
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An example of this summarising process is illustrated with Julia’s narrative (appendix 
9).
Reading across the summaries and drawing out the commonalities served to highlight 
the social and cultural discourses within which the stories were located (Murray, 
2003). Commonalities were derived by virtue of their centrality to self-harm and the 
healing process; the degree to which participants wrote about an issue at depth and 
with animation; and repetition of an issue, within and between participants.
Participant feedback
Participants were emailed (appendix 10) and were sent a draft copy of the findings 
chapter requesting comments/feedback. The aim of this was to comment on the 
credibility of the findings rather than as a means of gaining ‘validation’ for the 
findings. Five participants responded, all of whom felt the findings accurately 
reflected their stories. Although Maria agreed with the findings (presented here), she 
wrote a second story (not used in the analysis) which built on her original story which 
she felt was “unfinished”.
3. Findings
The findings are presented in two parts- firstly, with reference to the narrative forms 
and secondly the commonalities between the narratives are addressed.
3.1. Narrative forms
Three narrative forms were identified- healing as reconciliation, healing as 
empowerment and healing as an ongoing struggle. Although healing as reconciliation 
and healing as empowerment began on the same trajectories (regressive to progressive 
form), the reconciliation stories appeared to reach a plateau in their progression, whilst 
the healing as empowerment narratives appeared to be on a continuing progressive 
trajectory. Of the healing narratives of ongoing struggle one had a regressive-stable 
form and the other was a series of progressive and regressive phases. Figure 1 
(overleaf) presents an overview of the narrative forms. Within healing as 
empowerment, the most common form identified, four different stories were
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subsumed- a mastery story, a collective suffering story, two self-discovery stories and 
two heroic stories.
The clearest examples of three different narrative forms are presented below. Of the 
empowerment form. Dee’s collective suffering story is presented here and summaries 
of the other three stories have been appended (appendix 11). Empty square brackets [ 
] indicate where narrative segments have been edited to illustrate meaning, highlight 
significance and to reduce repetition.
Figure 1: Narrative Forms
Mastery
(Caroline)
Healing
Narratives
Empowerment
Heroic (Julia, 
Sarah)
Collective
suffering
(Dee)
Reconciliation 
(Jam es, Lucy)
Self discovery 
(Jill, M aya)
Ongoing struggle 
(M aria, K aren)
Healing as reconciliation
Two of the participants’ stories characterised healing as a process of reconciliation 
with aspects of oneself and one’s relationships with others. A serious self-harm 
incident served as a catalyst for both participants’ self-harm coming to a halt. In their 
narratives they describe how they began to distance themselves from self-harm by re­
evaluating their relationships to self-harm (James) and/or with family members 
(Lucy). Re-engaging in life and developing new identities outside of self-harm, which 
in some sense had run its course, were evident in their stories. Lucy did not receive 
any professional help to manage her self-harm, and although James mentions having 
“therapy” this does not feature as a central aspect of his healing narrative.
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James story
James was a 27 year old man. His self-harm took the form of cutting, overdosing, and 
drug abuse. He stopped self-harming when he was 20. For James self-harm 
represented taking ownership of his body. He started to self-harm when he was 
studying for his A ’ levels. He also describes drinking heavily at this time. James 
eventually dropped out of school and moved to his Dad’s to board at a new school. 
He describes becoming quite suicidal around this time. This resulted in him returning 
to his mother’s house and seeking medical help. Following a diagnosis of severe 
clinical depression, James received medication, saw a psychologist and subsequently 
was hospitalised. The middle part of his story described his time in hospital. Having 
witnessed the effects of others’ self-harm he started questioning the meaning of his 
own self-harm:
Knowing that other people were doing it made it a bit less appealing because 
maybe it meant that I  didn ’t mean it as much.
He goes on to describe his worst cutting incident whilst in hospital. Following this he 
did not cut again. He writes about the rest of his time there positively as he began to 
develop meaningful interactions with others. Through these interactions he began to 
view himself as someone who had something to offer others that was mutually valued:
I  was still depressed [ ] but I  began to be a semi-stabilising figure on my ward 
and it was quite good talking to people, other patients and staff...
From the hospital James moved to a psychotherapeutic community. He explains that 
although still depressed he was not self-harming. Witnessing the severe effects of 
self-harm in this setting resulted in it losing its meaning. He describes finding it “off 
putting” and “futile”.
In the ending section James reflects on the negative consequences of self-harm. As 
self-harm loses its meaning, he rationalises his concerns regarding how others view 
him and their potential concern for him. James seems to be trying to assert greater
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control and responsibility for himself and conveying this to others by not self-harming 
is evident:
The main reason that I  don’t self-harm any more or stopped is because I  didn't 
fee l like it. Not that the feelings that prompted it went away, but ju st that it in 
itself is a bit o f a dead end. [ ]  I  suppose people worry about you and it 
undermines your credibility to manage yourself and when you want to do 
something bad to yourself you obviously don’t want everybody watching your 
every move...
Self-harm, for James often appears like a corporeal engagement with control, so that 
the process and act of self-harm involves the activity of controlling the harm. The 
cessation of self-harm therefore perhaps implies, in James’s narrative that there is a 
loss of control. Even though James admits that he does not want to self-harm, there is 
the implication that he would like the freedom and choice to self-harm, which is not 
present due to external, lifestyle influences and personal choices:
/  know that I  could never self-harm again because my girlfriend would give me 
endless shit about it, my body's not mine anymore, it belongs to her as well. I  
think it irks me that I'm  not allowed to anymore, or I  feel like I'm  not allowed 
to, even though I  don't want to.
James explains how it was necessary to distance himself from his mother and moved 
away to university which further enabled him to develop his own identity. Although 
he no longer self-harms by cutting, he explains he has self-harmed with LSD a few 
times by having “knowingly taken too much” and has moved to more “socially 
acceptable” forms of self-harm including smoking and drinking. He explains that he 
would like to change this in the future.
Healing as empowerment
Six stories were categorised as healing through an ongoing, continual process of 
empowerment. Key aspects involved overcoming adversity in childhood, developing
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a new perspective on life, finding and accepting oneself and freeing oneself from 
forces that are experienced as oppressive.
Dee's collective suffering story
Dee was a 27 year old woman. Her self-harm took the form of cutting, burning, head 
banging and extensive alcohol and drug abuse and overdosing. At the time of writing 
her narrative she had not self-harmed for a few weeks. She feels that she largely 
recovered when she was 25 and that now her self-harm is relatively minor and takes 
the form of “minor” hitting or burning. Dee describes her first encounter of self-harm 
as a response to cope with sexual abuse she was subjected to in childhood. For her 
self-harm provided a way for her to cope and block out the trauma she suffered with. 
She continued to self-harm from the age of nine onwards and even managed to 
complete her first year at university until she “completely flipped” and was 
hospitalised. She describes this as a turning point in her life and the start of her 
healing journey. In the middle of her story she describes her life as an inpatient. 
Whilst in hospital, after some resistance she gradually became open to others and to 
receiving help. Much of this initially took the form of listening and bearing witness to 
the stories. Through this she began to realise that she was not alone and that others 
too had suffered. Dee explains that through hearing the stories of others she was able 
to put her own life into perspective. Although she expresses some self-criticism 
regarding her former view on her situation, she is able mobilise a sense of self­
empowerment to gain an overall more hopeful outlook on life:
This was the real revelation, hard to admit, but undeniably true. Yes, I  had a 
fucked up past, and yes, I  had suffered. But I  had a fam ily who loved me, 
friends who supported me, and a boyfriend who truly believed in me [ ]. I  was 
well educated, bright, and not without talent. [ ] Through all the madness: the 
mania, the depressions, my expansive arsenal o f ways to harm myself, nothing 
had been irreparably broken. [ ] But many o f the people I  talked to on the 
ward weren 't so lucky. In my time there, I  heard so many stories, some o f 
which didn 7 have a hope o f ending well. [ ] Over the weeks, as I  gained 
people's trust and their stories slowly unfolded, I  became more and more
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uncomfortable about my own indulgent self pity. I  gained some much needed
perspective [ ]  I started to see how fortunate I  was.
Since her first hospital admission, she has accessed therapy and support from 
professionals and service users within the psychiatric system. She describes her story 
as one with ups and downs and by accepting and allowing herself to make mistakes 
she “gets wiser” to herself. She still suffers with mood swings, depressions and 
manias and attempted suicide a few years ago. She describes her saving grace to be 
the solidarity of other service users. This extends to helping other service users on 
their journey through social action and artistic expression. She describes this as her 
way of giving something back to the community and as her main purpose in life. 
Through this new found purpose she is able to value and give meaning to her life - this 
in itself is healing for her despite the fact that she still occasionally self-harms:
The crux o f the healing process fo r  me has been about feeling useful, about 
valuing myself, and most o f all nurturing a sense o f solidarity with fellow  
survivors. Since my first hospitalisation aged 21, the feeling that I  am not 
alone has been a constant source o f healing fo r  me, so spreading that support 
and camaraderie to other service users who are feeling as alone and isolated 
as I  once did is my main purpose in life.
She explains that she has found DBT to be a “wonderfully empowering approach” that
has provided her with alternatives to self-injury and enabled her to feel more
compassion towards herself and her experiences. She ends her narrative by pointing 
out that self-injury is still a very helpful part of her life for which she is grateful as its 
supportive role in her recovery has ensured her survival.
Healing as an ongoing struggle
Two narratives had a pessimistic outlook and were characterised as healing as an 
ongoing struggle. Maria’s narrative, which had a regressive to stable form, appeared 
incomplete and ended abruptly. Throughout her narrative her relationship to self- 
harm was very much constructed as an active and focal part of her life. Karen’s 
narrative which appeared like a romantic saga (Gergen and Gergen, 1986) was
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fragmented and incoherent in places. Although Karen had achieved some resolution 
over her self-harm she still self-harmed in minor ways, and she described her struggles 
in relation to her self-esteem and body image -  issues she was still very much working 
on.
Maria's story
Maria is a 27 year old woman. She self-harmed by cutting and gouging with her nails. 
She was brought up in a “violent home” and described herself as her father’s 
“favourite target” at the hands of whom she suffered emotional and physical abuse. At 
the time of writing her narrative she was still self-harming. Maria’s narrative is largely 
focused on her relationship to self-harm. Maria begins her narrative by writing about 
her current relationship to self-harm:
Self-harm has been part o f my life fo r  as long as I  can remember. [ ] 
Sometimes I  depend on it and sometimes I  try to be free from  it. [ ] Ultimately 
though, it is always there fo r  me. When things get so tough that I  just can 7 
cope, it is waiting fo r  my return with open arms. [ ] In fact sometimes the self- 
harm is my sordid little affair. I  have been known to sneak o ff so I  can spend 
time alone with a blade, to have encounters without telling my husband, to try 
to cover up i t ’s presence in my life, hiding the physical and mental effects. And  
i t ’s my poor husband who is left picking up the pieces when it goes too far...
Although Maria explains she chooses to retreat inwards and self-harm instead of seek 
external support, Maria implies that self-harm is in control rather than her. She also 
describes self-harm as having “long arms” that also affect other relationships in her 
life. In the middle part of Maria’s narrative she explains what brought her to self- 
harm. Brought up in an invalidating and abusive environment self-harm was all she 
had and it enabled her to take ownership over her body and express her feelings:
[ ] the logic to me was that this was my body and I  should be the only one with 
the right to hurt it.
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Maria began self-harming from the age of 10 and by the age of 14 her self-harm took 
the form of cutting. She described an incident where she experienced injustice at the 
hands of her mother resulting in her first encounter with cutting herself. For Maria 
self-harm was about taking ownership of her body and a way to express and vent her 
anger and frustration at the abuse she was subjected to. Self-harm developed from 
being fairly sporadic to a more regular occurrence by the time Maria was 18. Maria 
describes bouts of depression through her teens when she also developed bulimia as a 
way to cope. Furthermore Maria experienced further oppression and abuse at school 
in the form of bullying and later by a man who tried to sexually assault her, and in 
other circumstances that were oppressive. Maria managed to keep her self-harm 
secret throughout this time. She used self-harm regularly to cope with certain 
emotions, particularly anger which she explains she finds difficult to express due to 
the violent environment in which she was brought up:
I  became dependent on self-harm to get me through tough days and to help me 
cope with difficult emotions. I  have a very difficult relationship with the 
emotion anger, even now. I  find  it unacceptable to be angry, having never seen 
anger expressed in anything but an aggressive, destructive way. I  also never 
cry. In turn I  bottle those feelings up but eventually they overflow. Self-harm 
helped me to deal with the overflow without having to face the emotions.
Maria’s implies that she is able to depend on self-harm in a way that she cannot rely 
or depend on anyone or anything else and so the self-harm continued. Maria decided 
to stop self-harming at the age of 20. Having become a Christian a few years earlier 
she (and her church friends) felt that she should not self-harm so she made several 
attempt to stop. She repeatedly failed as self-harm helped her get through “every day, 
every event, every shitty thing” that she had to contend with in life. Her account 
suggests that self-harm exerted its control over her and she would succumb to it:
It became something o f a love-hate relationship with the self-harm. I  would 
want to be free from  it and hate its power over me, try to figh t it but ultimately 
give in. And when I  did give in the feelings were so good I  was reminded o f 
why it had been such a good friend.
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Maria describes how her attempts to stop had the effect of increasing the severity of 
the self-harm. Previously having managed to care for her own injuries she explains 
that she frequently needed A&E treatment. The frequency of these visits to A&E 
made her realise that she needed professional help and that self-harm had completely 
taken over her life. In the final paragraph she explains how she managed to stop 
cutting for several months through seeing a counsellor. Her plans to go to university 
prompted her to take action to cease self-harming:
/  decided that I  needed to get help. I  was due to be leaving fo r  university in 6 
months and wanted to get the self-harm under control before then -  especially 
as I  was starting a degree in counselling! I  couldn 7 get any help through my 
GP so I  went to a charity that provided free counselling.
Unlike others narratives, Maria’s story ends abruptly here and her account appeared 
unfinished possibly suggesting a lack of resolution and ambivalence in relation to self- 
harm. Maria’s second story develops and contextualises much of her experience and 
demonstrates her need to revisit and complete her story.
3.2. Commonalities
Drawing out the commonalities functioned as a way of addressing the content of the 
narratives and the significant elements therein. Four main commonalities emerged 
across the narratives. These were meanings of self-harm; negotiations with self; 
identity development and expansion; and self in relation to others. Before presenting 
these, the main antecedents relating to participants’ self-harm are highlighted.
Antecedents
There were a number of similarities in the personal circumstances of participants that 
related to their self-harm. The vast majority of participants described a difficult and 
chaotic upbringing or troubled relationships with a parental figure. For five 
participants this included experiences of childhood physical, sexual and/or emotional 
abuse. Several participants also described experiences of bullying at school, feeling 
like an outsider and not fitting in. The experience of injustice and self-harm as a
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response to dealing with a lack of control and the experience of powerlessness 
prevailed throughout several narratives. Many participants had started self-harming 
in their childhood. This initially began with minor self-harm incidents before 
developing into more serious forms of self-harm.
Meanings o f self-harm
Self-harm held a multitude of meanings for participants.
Self-harm as ownership over body
This was evident in five narratives. This included instances where participants had 
experienced abuse and self-harm was used to take back control over oneself. For Julia 
self-harm became not just a way of making sense of her experiences but also about 
taking ownership of her body and communicating this. In this way self-harm became 
a form of personal resistance and activism:
Cutting myself became a way o f giving myself space to try to understand what 
was happening, reclaiming my body fo r  myself, a way o f screaming out, “You 
can't control me or hurt me! ” [Julia]
Self-harm as control
The experience of powerlessness and control resulted in participants seeking to gain 
control through their self-harm. It not only gave them control of their bodies, but also 
their affect and emotions including anger and confusion:
/  did fee l in control and the pain o f not eating was quite comforting at times -  
and at times until my early twenties I  would return to not eating to achieve 
these feelings when I  fe lt utterly outraged with myself or lost. [Karen]
I t ’s that the harm becomes a way o f taking back control when you feel 
completely out o f control. [Julia]
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Self-harm as a means o f survival
The use of self-harm to survive and cope was conveyed by several participants. This 
included using self-harm to protect oneself from a far worse demise:
As well as surviving the self-harm the self-harm kept me surviving- I  think it 
kept me alive. I  think I  would have literally gone mad otherwise and ended up 
in a loony bin somewhere. [Maya]
vodka, marijuana, solvents and painkillers. ... To me these things were the 
opposite o f self-harm; they were my first aid box, my life support machine. 
[Dee]
Self-harm as expression o f the unspeakable
For Julia and Dee, both whom had suffered sexual abuse, self-harm became an 
expression of unspeakable trauma and shame. Whilst the self-harm helped to 
maintain their silence from others (which was felt necessary at the time) the self-harm 
itself became unspeakable:
I  was so scared o f the experiences that led to my self-harm not being believed, 
I  went to great lengths to hide m yself and my self-harm from  other people. I  
was made to believe everything was in my head and therefore this is the only 
way other people would see me. [Julia]
For others, self-harm became an expression for emotions that could not be tolerated by 
others or by oneself. Because these emotions could not be given a legitimate voice, 
they too became unspeakable and self-harm enabled an expression, an outlet for these 
emotions:
I  couldn 7 explain how I  felt. [ ]  I  started to take out my anger on myself, I  
couldn’t express myself orally and who would listen anyway? [Lucy]
With nobody I  could trust to talk to, and having grown up being made to fee l 
ashamed o f my feelings, knowing that any weakness would be used as a 
weapon against me, hurting m yself was all I  had. [Maria]
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Negotiations with the self
Negotiations with the self were evident when participants described attempting to 
change their relationship to self-harm- either actively through personal choice or when 
circumstances made it difficult to self-harm in their preferred ways. Particularly in the 
former situation, participants used strategies to minimise harm in addition to 
substitution, i.e., socially acceptable alternatives to self-harm.
Minimising harm
Several participants explained that they took an approach that would be recognised as 
harm minimisation in clinical settings. This is evident in Julia’s story where she 
actively negotiates changing her relationship to self-harm. This involved taking 
responsibility for herself in her self-harm:
I  made a pact with myself which involved taking more time over my self-harm 
and cutting less deeply in areas where there is more fa tty tissue and less 
chance o f severing an artery. Furthermore, I  told m yself that the only way I  
could live the life I  wanted was by giving m yself a break, attending to my 
wounds [Julia]
Taking responsibility in one’s harm was also apparent in Dee’s narrative:
Although I  do still se lf injure, I  try and do it responsibly. Wherever there is an 
alternative, I  try to use it, and when I  do resort to self injury, the methods I  use 
are less damaging than previously. [Dee]
Substitution o f overt self-harm
All participants described using “socially sanctioned” and “subtle” forms of self-harm 
during their lives. This included drinking, smoking, exercise, body piercing, skin 
picking and excessive worrying. Whilst some of these were often used prior to the 
initial onset of self-harm (e.g., drinking), they also were used as substitutions to help 
participants reduce their overt self-harming behaviours, including cutting and 
overdosing, and as acceptable alternatives once former methods of self-harm had
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diminished. Participants viewed these as alternative forms of self-harm - they were a 
compromise between harming and not self-harming. They were more socially 
acceptable, therefore normalising and less stigmatising.
Caroline explains her relationship to piercing as self-harm by proxy- something she 
used as a substitute to cutting:
In the years when I  started making the effort not to cut I  took to body piercing. 
I  thought that by paying someone to hurt me [ ] was a sociably acceptable 
alternative. [Caroline]
When self-harm was not was not an option for Karen she explains how she resorted to 
other methods of harming herself:
/  then hit a horrid period where I  couldn’t self-harm because everyone was 
watching [ ]  so I  returned to hitting and drinking and eating etc to try and 
alleviate things. [Karen]
Julia’s description of her excessive exercise suggests because society does not view it 
with any negativity, there are fewer consequences attached to it as there are with 
conventional self-harm:
I  also engage in socially sanctioned form s o f self-harm such as training fo r  
long distance events where my knees, hips and legs regularly take a pounding. 
Some people might find  it shocking that I  think about exercise as self-harm but 
I  feel it can be and with fa r  fewer stigmatising consequences. [Julia]
Identity development and expansion
Changes in one’s relationship to self (and others) had a huge impact on the self- 
concept of participants which was a key feature of healing. Themes subsumed in this 
included developing self-worth/esteem; separation and individuation; identity 
expansion through education, vocation and pursuit of interests; and acceptance and 
integration of identities.
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Developing self-worth/esteem
The narratives indicate devaluation of the self to a process of gaining value for the 
self. For Lucy when she was actively self-harming she recalls the negative view she 
had of herself:
I  considered myself a worthless and useless unwanted piece o f crap that 
wasn 7 even meant to be there. I  hated myself. [Lucy]
For Julia an important part of healing being about taking time out from having sexual 
relationships until she felt able to value herself in relationships:
Another part o f the healing process was removing myself from  the possibility 
o f having any sexual relationships until I  had learned about protecting m yself 
and equality in relationships. ]Julia]
Maya wrote about how she developed a more positive self view through supportive 
friendships:
Having the support and friendship o f these people in my life at the time I  think 
was pivotal to my not self-harming and helping me to build up a sense o f my 
self worth and develop a positive view o f my self. [Maya]
Separation and individuation
The process of distancing oneself from certain relationships, particularly those where 
self-harm had initially developed was an important feature that enabled healing. This 
separation and distancing often took place through a transition which resulted in 
leaving home to go to university or work and enabled participants to develop a sense 
of themselves as individuals in their own right. James writes about how it was 
important to change his relationship with his mum and the benefits gained from 
moving to university:
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I  decoupled my relationship with my mum, which was pretty necessary, and 
had a change o f scenery, moving to university was really good, meeting clever 
young people on an equal footing, learning about something new... [James]
Finally I  had some space, I  could do what I  wanted when I  wanted which was 
good. I  lived in a house share, and I  got m yself a kitten. [Lucy]
For Maya separation was about removing herself from a harmful environment where 
self-harm was more likely to occur:
The biggest change came when I  managed to get some A ’ Levels to get away 
from  home and follow my escape route which was to go to university. I 
avoided seeing too much o f my fam ily as I  just couldn 7 cope with that and I  
was more likely to go back to self-harming in that environment. [Maya]
Identity expansion
Education, vocation and pursuit of interests were important dimensions of identity 
development. They allowed participants to expand their identities beyond the realm 
of self-harm by channelling their energies in various directions.
Education and vocation
Several participants write of the use of education and their vocation in helping to work 
their way out of self-harm. I write about escaping home life for a better life at 
university and whilst my self-harm continued over a period of time it was not 
conducive to my lifestyle. The sense of purpose gained through education not only 
gave me a way out but also gave me way a through my inner turmoil as it provided a 
focus and some direction in life. This is also indicated in the narratives of James, Dee, 
Caroline and Julia and Karen:
I had a moment o f enlightenment after A levels I  went on foundation course -  
to do art [ ] - 1 got to do art all day every day -  [ ] I'm  sure I  would not have 
been self-harming then. [Karen]
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For Lucy, pursuing her career also seemed to coincide with her no longer self- 
harming. This also resulted in her feeling more valued by her family:
I've been successful in my working career, and am now a manager in an IT  
company. [ ] Amazingly I  have been seen as a success in my fam ily because 
despite everything I've managed to succeed in some areas. [Lucy]
Pursuit of interests
Many participants used writing and art as a form of self-expression and to help make 
sense of their experiences, including their relationship with self-harm. For some 
participants this has become part of their vocation.
Julia’s narrative made a connection between her creative self-expression and her 
healing process. For Julia she actively sought out other ways to bear witness to her 
experiences through writing music and poetry:
I  became much more interested in finding other ways o f expressing what I  had 
been experiencing so at least I  could act as my own witness. It sounds very 
cliché but I  started writing my own music and poetry. This helped me to put 
words to some o f my experiences. [Julia]
Both Jill and Maya wrote about pursuing interests in spirituality, meditation and 
alternative therapies.
Acceptance and integration o f identities
Several participants wrote about a coming together of aspects of themselves -  
undesirable with the desirable. A synthesis of identities appeared to take place where 
participants explained being able to embrace emotions such as anger and rage and the 
part of them that is the self-harmer. This was evident in Caroline’s story where she 
described embracing both ‘army’ and ‘target’ parts.
...it fe lt like an army and I  was its target. I  imagined it must be split in two, [ ] 
Within the past year and half there has been a shift here, I  see it as one thing
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now, having embraced the enemy part and having listened to it. I  am both bits, 
I  need both. [Caroline]
Maya explained how the self-harming part of herself became more fully integrated 
into her being:
I'm  less reactive, volatile, destructive although these aspects very much lay 
dormant in my darker side, my shadow perhaps. I  think this is where perhaps 
the part o f me who needed to self-harm resides. She's there but in many ways 
she's perhaps more integrated into my life. [Maya]
Jill similarly writes about this synthesis through acceptance taking place:
I  am on a journey with my relationship to anger at the moment and something 
else that has and is helping it is a technique called focussing ] ]  to encourage 
people to accept every part o f them and so get to see that parts that can be 
challenging like anger or suicidal parts are not the whole o f them and can put 
more space around them and give them some acceptance so that integration 
happens. [Jill]
Self in relation to others
Self in relation to others was characterised by a number of dimensions. This included 
bearing witness and attachment figures.
Bearing witness
The concept of bearing witness involved two aspects -  whilst one was about having 
our stories witnessed by others; the other highlighted the importance of bearing 
witness to the stories of others. Both were important in the healing process.
Bearing witness- To others
Listening to other stories of suffering helped some participants in their healing in the 
realisation that they were not the only one to have suffered. For Dee locating her 
suffering within a constellation of other peoples’ experiences further enabled her to
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gain perspective on her own issues whilst for Jill it also had the effect of healing her 
shame in relation to her own self-harm:
What really helps with this is having spent a lot o f time in therapeutic groups 
where I  have witnessed many other people struggling with the same issues that 
are hard fo r  me and go through similar journeys o f learning to love 
themselves. [Jill]
Bearing witness -By others
Being believed in, understood and validated was a common theme in the narratives of 
some participants who had experienced violation through sexual abuse. For Julia this 
made a great difference to her healing process:
My experiences have taught me that being believed is amazingly powerful and 
can be the one thing that makes a difference to somebody who has lost trust in 
the world. [Julia]
She explained the dynamic operating between the level of risk (in terms of self-harm) 
and personal validation/fear of invalidation. As others were able to bear witness to 
her story her self-harm has become a lot less risky:
...my self-harm has become a lot less risky through me gaining a sense o f  
entitlement to experience anger and fear. This process has come about through 
having other people bear witness to my story and believe this to be my 
experience [Julia]
Dee explained how this process of telling her story has further allowed new things to 
enter her life:
Through reaching out to others, I  have offloaded the parasitic secrets that had 
been draining me fo r  so long, and have begun to refdl the space with the 
things I  lost as a child: precious things that make me peaceful, joyful, hopeful 
and sane. ]Dee]
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A cautionary note: The need for a safe space to heal
The narratives of two participants, both, who had suffered sexual abuse, highlighted 
the need for a safe space in order to heal. Both Maya’s and Sarah’s narrative point to 
the potential risks of allowing others to bear witness to our stories as this would occur 
without consideration for the potential repercussions for doing so. For Maya this was 
about feeling uncontained and returning home to an unsafe place:
Sometimes I  do remember coming back from  these sessions and making m yself 
sick because it was all too much. I  wasn't “contained" I  guess and also I  was 
going back to the godforsaken awful place called ‘home' where my life was 
crap and I  had no support. [Maya]
Sarah had the insight to end sessions with her therapist as she was well aware of the 
risks involved:
Given my history, the flashbacks and dissociation were understandable, and 
needed to be dealt with in a setting which would allow me to be safe after 
sessions, ideally in a specialist service. Therapy which then left me in a 
dangerous state o f mind without backup or a safe place to get myself back 
together would only result in more serious self-harming episodes. [ ]  In the 
meantime I  ended sessions with my long term therapist, because I  was unsafe 
at the end o f them. [Sarah]
Attachment figures
All the stories highlight that healing does not take place in isolation but in relation to 
others. For several participants they pointed to the importance of attachment figures 
in their lives. This was about being able to depend on and being dependable to others.
Being dependable
Julia needing to be there for her younger and more vulnerable sister was crucial to her 
own survival:
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Being a protective big sister had been one o f the things that had kept me going 
through the despair. [Julia]
Whilst for Jill, her attachment to her son spurred on her decision to cease self- 
harming. Both narratives convey that being needed by others took the participants 
beyond their own personal suffering and also gave them a legitimate and purposeful 
place in the world.
Depending on others
Julia comes to be able to depend and rely on her fiancé who is completely accepting of 
her:
He has been an amazing help and notices when I  tend to fa ll into the pattern o f 
trying to look after everyone else but myself. [ ]  no matter how much I  am 
hurting, he'll sit through it with me and doesn't reject me. [Julia]
Maya explained how a key relationship also aided the healing process in that through 
allowing herself to be looked after by someone she then became able to look after 
herself better and develop a stronger sense of personal agency:
Another pivotal point in my healing process was a relationship with [ ]  a man 
who provided me with stability, security, love, warmth and shelter [ ]. This 
relationship supported and sustained me and allowed me to be a child again in 
a safe haven. There is no doubt in my mind that that relationship provided me 
with a loving and secure base that I  had not experienced in my childhood. 
[Maya]
3.3. Summary
The analysis highlights how people negotiate the process of healing in relation to self- 
harm. The narrative forms suggest that while there are different pathways that people 
take in their healing journeys commonalities also exist across accounts. Although 
these vary in emphasis, importance and prevalence, they demonstrate how a wide 
range of factors and processes aid healing as participants understand it. Exploring the
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many meanings of self-harm including, ownership over body; control over emotions; 
survival; and an expression of the unspeakable, illustrated the usefulness of self-harm 
in the lives of participants. This demonstrates that for several participants a form of 
healing is attempted and occurs through self-harm. Many participants described 
moving beyond self-harm as a form of healing to negotiate (either actively, 
unconsciously or through having limited choice) with the self through minimising 
harm and substituting self-harm for socially-sanctioned ‘harmful’ behaviours. These 
were either new or pre-existing behaviours. Parallel processes involved identity 
development and expansion through increasing self-worth/esteem; engaging in a 
process of separation and individuation; expansion of identity through education, 
vocation and pursuit of interests; and acceptance and subsequently an integration of 
identities. These transformative processes involved moving beyond the realm of self, 
to include others, whereby relationships with attachment figures and bearing witness 
facilitated healing. Healing demonstrably involves a constant negotiation with 
oneself, and over a period of time, one’s interactions with others. Furthermore, the 
narratives suggest that healing is possible despite the fact that on a behavioural level, 
self-harm may still sometimes occur and therefore self-harm and healing are not 
mutually exclusive. Finally the analysis also highlights that healing is not a static 
entity but that it is a context and meaning driven process. It does not occur in a linear 
fashion with a marked endpoint, and although it may be demarcated by specific 
events, it is ongoing and dynamic and as such is part of the very fabric of people’s 
lives.
4. Discussion
The current study provides a vehicle for theoretical and analytical counter narratives 
of self-harm to be explored. This involves exploring how people negotiate the process 
of healing within the context of a history of self-harm by examining their written 
narratives. It adds to the growing body of counter narratives that have largely focused 
on the personal (and political) struggles of individuals who self-harm but takes us 
further in demonstrating how individuals can act as active agents in their ability to 
negotiate and journey towards their own healing. In this section I situate the findings 
within the context of existing literature. By locating the findings within a wider body 
of work theoretical considerations are made in relation to the narrative forms and the
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commonalities drawn from participants’ stories. Furthermore implications for clinical 
practice, quality issues, limitations of the study and personal reflections are discussed.
4.1. Theoretical considerations 
Narrative forms
The forms developed through the analysis bear relation to those previously identified 
in a wide range of narratives including those of chronic illness (Frank, 1995), recovery 
in the context of psychosis (Thornhill, et a l  2004); and addictive behaviours 
(Hanninen & Koski-Jannes, 1999). The empowerment narrative is akin to ‘quest’ 
(Frank, 1995), ‘personal growth’ (Hanninen & Koski-Jannes, 1999), and 
‘enlightenment’ (Thornhill, et a l  2004) narratives identified in previous studies. 
These stories are about breaking free from internal and external constraints and 
becoming open to experience new possibilities and perspectives. They are stories of 
acceptance, discovery, remaking the self and finding a voice which can help to 
overcome oppressive forces leading to emancipation in and through empowerment. 
The narratives of struggle have much in common with Frank’s (1995) chaos narratives 
and to some extent narratives of endurance where there is a need to contend with 
ongoing difficulties (Thornhill et a l  2004). The reconciliation narrative however 
appears to not fit with any existing forms although it resembles aspects of Frank’s 
‘restitution’ narratives which involve returning to a state of normality or restoration 
after experiencing a period of illness.
Furthermore, a temporal perspective of the narratives allows a view of how a number 
of forms can exist within a story. Many of the stories in this study began as chaos 
narratives where life was portrayed as confusing, difficult and troubled. Over the 
course of the telling, this gradually developed into a quest narrative where hope, 
optimism and potentiality of self come into view.
Commonalities
Meaning o f self-harm
The participants’ narratives highlight functions of self-harm that concur with previous 
findings, namely about self-harm as an expression of emotional pain including anger 
and coping (Young et a l  2007; Warm et a l  2003; Harris, 2000) and as a means of
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gaining control (Warm et a l  2003', Harris, 2000). Additionally, Motz’s (2009) view 
that self-harm is an act of protest and a reassertion of control and ownership that may 
have been violated by others, resonates with the experiences described by several 
participants.
Negotiations with self
Few studies explore how people negotiate their way through self-harm, including how 
they begin to change their behaviour. The current findings highlighted the role of 
substitutes to self-harm as a distancing mechanism from self-harm including the use of 
alcohol, drugs, piercing etc as well as the use of harm minimisation techniques. A 
survey and interview study of young people (NCH, 2003) found that alcohol and 
drugs were used to stop self-harm and Evans et a l  (2005) reported that adolescents 
who self-harmed were more likely to use alcohol although it is not known whether this 
was used as an alternative to self-harm. Cessation studies have typically focused on 
individuals who have ceased to self-harm completely and have achieved absolute 
resolution of self-harm by also giving up alcohol (e.g., Sinclair & Green, 2005). A 
conceptual grey area therefore exists between cessation/resolution of self-harm and a 
striving towards a resolution. This may result in a less developed picture being 
rendered as nuances in the process of healing are potentially missed out. For example, 
whilst the use of “adaptive” alternatives to self-harm (see below) is relatively well 
documented, how people use other more contentious substitutes to self-harm including 
alcohol or drugs is less well known. Similarly few studies have explored the use of 
harm minimisation techniques in managing self-harm and most of this is evident 
within the survivor literature (Pembroke, 2006, 2007). However recent developments 
including a handbook on harm minimisation devised by a primary care trust (Pengelly 
et a l 2008), suggests that harm minimisation as an approach is becoming increasingly 
acceptable in the mainstream.
Identity development and expansion
The centrality of issues pertinent to identity in the process of healing was illuminated 
through the narratives. The themes of developing self-worth/esteem; separation and 
individuation; identity expansion through education, vocation and pursuit of interests; 
and acceptance and integration of identities identified in the current study resonates
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with other research. Improved self-worth/esteem featured in Grocutt’s study where 
women who ceased self-harm had enhanced self-control, self-efficacy and confidence, 
self-esteem and a sense of empowerment. Sinclair and Green’s study (2005) 
highlighted the issue of uncertainty within family relationships and resolution of 
adolescent chaos including a lack of control within the family structure as significant 
in the narratives of people who ceased to self-harm. They described a shift in the 
narrative style where individuals described autonomy as the key change in life and 
involved a breaking away from family and achieving independence in adulthood. 
This need for separation from family in order to heal was also evident in other healing 
narratives (Etherington, 2003). The notion of identity expansion through education, 
vocation, and interests is also supported by the literature in self-harm cessation in 
secure settings where artistic and creative expression, seeking support and ‘self- 
nurturing’ activities were highlighted (Grocutt, 2009a). Among adolescents in the 
community (NCH, 2003), alternative outlets to channel self-harm included distraction 
by talking with others, listening to music, reading, writing, creativity, meditation and 
singing. Education also featured in Etherington’s (2003) healing narratives. It has 
been documented that young people outside the labour market are three times more 
likely to self-harm in their lifetime, and six to seven times more likely to currently 
self-harm compared to those in full-time education or employment (Young et a l  
2007). Klonsky and Glenn’s (2008) study exploring strategies used to resist urges to 
self-harm included keeping busy, being around friends, sports and exercise have some 
parallels to activities used by participants in the current study. This suggests that 
education, vocation, personal and social interests can play an important role in the 
prevention and resolution of self-harm through the development and expansion of self 
identity.
Attachment theory also has a lot to offer in the understanding of self-harm particularly 
in relation to the idea of acceptance and integration of selves. It is suggested that 
people who self-harm commonly have early disruptive experiences of care which can 
result in insecure attachments subsequently resulting in a fragmented and insecure 
sense of self (Grocutt, 2009b). M otz’s (2009) view based on Object Relations, 
suggests that self-harm represents a split and divided self as it enables a person to 
relate to themselves and enact essential roles. She argues that for self-harm to cease
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an integration of psychic and physical splits needs to occur. Often this can be 
achieved through the presence of positive therapeutic relationships and the formation 
of a safe base (Motz, 2009; Grocutt, 2009a, 2009b).
Self in relation to others
Bearing witness and attachment figures were two themes highlighted in participants’ 
narratives that concerned the self in relation to others. Previous studies also point to 
the relational aspects of managing self-harm. The NCH survey (2003) reported that 
effective communication diminished the need for self-harm among adolescents. 
Adams et a l  (2005) found that people who self-harmed struggled with issues of 
legitimacy, acceptance and validation. Being viewed as legitimate and of worth was 
an important concern. Validation through being heard and acknowledged has also 
been reported as helpful in reducing self-harm (Ryan et a l  2008). Having someone to 
talk to who will listen and be supportive has been identified as an important factor in 
the prevention of self-harm among adolescents (Fortune et a l  2008b). The issues of 
validation, acceptance, and being heard relate closely to the importance of attachment 
figures and bearing witness that were common features in several narratives. The 
helpfulness of bearing witness to other people’s stories is less well documented. 
However research with self-injury support groups (Corcoran et a l  2007) suggests the 
benefits of listening to the stories of others include self-acceptance, gaining 
perspective on one’s own situation, and giving and receiving of support. The concept 
of downward comparison, where a person’s subjective wellbeing is enhanced by 
comparison with someone perceived to be less fortunate, is also suggested in the 
stories of a few participants (Wills, 1981). It has been suggested that people make 
downward comparisons particularly when they experience feelings of powerlessness 
or a threat to their selfhood (Wills, 1981). These issues clearly resonated throughout 
the narratives.
The importance of relationships, including those residing outside of the therapeutic 
relationship aided and helped to maintain cessation of self-harm in secure settings 
(Grocutt, 2009a). Trauma narratives (Etherington, 2005) have also demonstrated that 
creating a safe space facilitates healing. In the current study, participants’ narratives 
brought to life the significance of relationships with others, both in terms of being able
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to share stories and more generally in terms of having someone to depend on and be 
dependable. This provides further support that healing occurs within and through 
relationships and that reciprocity and positive feedback are critically important factors 
in this process.
Notions of healing
In terms of recovery and healing the narratives concur with Tumer-Crowson and 
Wallcraft’s (2002) themes of recovery which include holding onto hope, being 
believed and encouraged, developing perspective, taking responsibility for one’s life 
and developing valued relationships and roles. The stories in this study demonstrate 
that the themes differ both within and between narratives in their significance. In the 
empowerment narratives, especially those where participants had experienced trauma 
in some form many of these themes were present. In the reconciliation narratives, 
developing perspective, taking responsibility for one’s life and developing valued 
relationships and roles were more relevant. The notion of healing as a process of 
discovery (rather than recovery) (Liebrich, 1999, cited in Tumer-Crowson & 
Wallcraft, 2002) was also apparent and appears to connect directly to the themes of 
identity development and expansion in the current study. Herman’s (1998) recovery 
model from trauma which encompasses establishing safety, telling one’s story and re­
integration into the community -  were also evident in many of the narratives of 
empowerment where trauma had been disclosed. The fact that different facets of 
healing are emphasised in different narratives suggests that healing can be sought 
through many avenues and will depend on a range of factors at the personal, familial, 
cultural, social and political realm.
A key issue in the findings concerns constmctions of healing and recovery. Studies 
exploring resolution from self-harm have imposed arbitrary time limits on what 
constitutes “recovery” or resolution. This has included a minimum period of 12 
months (Ryan et a l 2008) and two years (Sinclair & Green, 2005) of not self- 
harming, which indicates a particular construct of resolution. Imposing an arbitrary 
time limit on what constitutes recovery or resolution is problematic as it may exclude 
people who believe they have undergone or are engaged in a process of healing. This 
is why the decision was made to not place restrictions upon what it means to be
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engaged in a process of healing. I felt that exploration of these stories was worthy of 
analysis and could shed light upon theoretically and clinically relevant issues to the 
area. Indeed this was found to be the case and the fact that healing did not necessarily 
equate with cessation of self-harm was an illuminating finding. Participants’ 
narratives illustrated how healing could still be possible in the presence of self-harm. 
Constructions of healing therefore had parallels to the notion of recovery in mental 
illness where recovery is considered possible in the presence of symptoms. This issue 
of what it means to engage in a process of healing has implications for those working 
with people who self-harm in terms of how they engage and support people to heal in 
their lives.
4.2. Implications for clinical practice
The findings have important implications for clinical practice in a number of areas. 
The first is how we can use people’s stories as a basis for therapeutic intervention. 
McLeod (2004) suggests that therapy allows ‘re-authoring’ to take place, that is a 
chance for people to reflect on their story and to consider how they might reconstruct 
aspects to deepen and expand the kinds of stories they might tell about themselves. 
The findings in this study suggest that the process of writing one’s own story may 
allow for this to unfold too. Drawing upon narrative therapies it is possible through 
story work to help people further develop their stories to accentuate and develop 
preferred outcomes. In our therapeutic work with clients who self-harm and seek to 
make changes in relation to their self-harm we may consider employing specific 
narrative practices that enable them to journey towards preferred outcomes, using for 
example, outsider witnessing practices, ‘re-membering’ conversations and taking it 
back practices (Carr, 1998). These practices by their very nature are central to 
identify construction/reconstruction. This has application not only in working with 
people who self-harm but also has wider applicability in terms of working with people 
experiencing distress. Within this there is potential for assisting individuals to 
activate the resources and strengths within and around them in alleviating distress and 
promoting well-being.
Secondly there is the issue of working with people who self-harm. Clinicians need to 
be mindful that ceasing self-harm may not be a preferred goal for some clients and
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that they need to take an individualised and personalised approach. A related point 
which also has implications for research, relates to the issue of self-harming 
behaviours. Clearly tensions exist in the relationship between substitution and 
elimination of self-harm. For example, in the current study, people used potentially 
more harmful substitutes (e.g., alcohol, cigarettes and drugs) to avoid and distance 
themselves from self-harm. These substitutes are often associated with increased risk 
and severity of self-harm, yet they are used to “manage” self-harm. Furthermore, 
participants viewed these behaviours as harming despite their social acceptability. We 
need to consider then what is it about these behaviours that operate as substitutes to 
self-harm; do they perform the same functions for individuals, and are these 
behaviours that people want help to change?
Thirdly, clinicians also need to consider how individuals construct healing and 
wellbeing which may not simply be measurable by how often/whether someone still 
self-harms or not, but involves other facets of ones’ being. These may include view of 
self, connection to others, place in the world and finding meaningful purpose in life. 
A related point is that lasting change is not simply about a shift in cognitions and 
behaviours, but that it may require deeper meaningful changes that may involve 
exploring and processing past experiences. This serves to remind us of the importance 
of the therapeutic relationship as a central feature to this process within which we can 
foster a working alliance that facilitates understanding, containment and trust 
(Grocutt, 2009a, 2009b).
Fourthly, the findings highlight the impact of oppression, injustice and sense of 
powerlessness that are often inextricably linked to self-harm. This can be understood 
within a feminist framework that suggests self-harm is related to power and resistance 
(rather than gender) (McCallister, 2003). Although five female participants were 
explicit in their disclosure of abuse, the four other women eluded to experiences of 
powerlessness and a sense of injustice either within the family or school (e.g., 
experience of bullying) environment which directly related to their need to self-harm. 
Therefore it seems logical that prevention and early intervention needs to be part of 
the goal in addressing the issue of self-harm. As clinical psychologists our work 
needs to take a multi-layered approach that works not just on the individual but
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societal level. As clinicians we need to think more critically and politically about our 
work and consider how we can work with people to enable them to become more 
empowered in their lives which will inevitably take us beyond working with 
individuals within the consulting room. This view is supported by McCallister (2003) 
who purports that self-harm may represent “a venting of anger towards society” 
(p i83) (rather than self) reinforcing the view that health care should not be limited to 
the individual. She argues the need to develop primary health care and community 
awareness programmes to prevent and respond early to childhood abuse and neglect, 
cultural inequities, and other traumas, and to increasing parenting skills and effective 
relationship communication as part of the overall approach to self-harm prevention. 
The political dimension of addressing social disadvantage in self-harm prevention is 
supported by Young et a l  (2007).
4.3. The reflective practice of narrative 
Personal reflections
Being participant as well as a researcher in this study has been an insightful 
experience. The decision to write my personal narrative as someone with a history of 
self-harm was not taken lightly. Learning about auto ethnography as a legitimate 
research method inspired me to share my perspective and be transparent about this in 
the research. Writing my story at times although felt painful- served to remind me of 
just how far I had come in my own journey. I questioned the accuracy of the story in 
terms of how well my memory served me in the re-construction of the account. Being 
able to take this position gave me some sense of what participants may have 
experienced in writing their own stories- frustration (trying to recollect events), 
occasional reluctance, acknowledgement of one’s achievements and important aspects 
or events in one’s healing that may have previously been less apparent, shame and 
sadness, and a feeling of compassion for the person being written about.
Reading other participants’ narratives led me to reflect and review my own. The 
narratives triggered memories, emotions, experiences and aspects of my own healing 
that I had forgotten about. In the analytical process of my own narrative I was aware 
of the desire to reconstruct the narrative and to fill in the gaps in light of the 
reconstruction through the reading and re-reading of others’ narratives. Were I to
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write my story again I know aspects of it would be different, aspects forgotten 
included and different emphasises made. This has occurred through a process of co­
construction via a process of being with other people’s stories and reflecting on my 
own.
Participants motivations and reflections
Writing one’s own story required a high degree of motivation and commitment to the 
research -  some participants needed a lot of time to write their stories. This leads to 
the question of the motivations of participants- some clearly wanted to share their 
story for specific reasons whilst for others reasons remain unknown. Some 
participants expressed their enthusiasm for taking part in research that focused on the 
actual experiences of people with self-harm and one expressed her preference for the 
written medium as she was most comfortable expressing herself in this form, 
especially in dealing with such a personal topic. Julia explained that she wanted to 
take part to aid the healing process and to speak out about why disbelief can mirror 
people’s experiences of abuse.
Although the research did not specifically set out to explore the impact on people of 
writing their stories, I wanted to give participants the opportunity to comment on this 
if they wanted to. Six participants gave feedback in relation to this. Whilst it 
produced some discomfort in participants (James was ‘pissed o ff  at remembering 
things that he had ‘comfortably forgotten’; Julia explained that she wanted to ‘gloss 
over the past as though it never happened’ and experienced ‘sadness’ that self-harm 
had to be part of her life; and Karen experienced ‘dread’ at writing and revisiting her 
past), it also held benefits. It helped to clarify and make sense of their experiences 
(Lucy), and experience a sense of achievement through the process of reflecting on all 
that they had managed to cope with and then go on to achieve in life (Julia, Maya, 
Karen, Jill).
4.4. Limitations and considerations
There are several limitations and considerations to the research. The first 
consideration relates to the issue of self-defining the process of healing. The onus on 
participants to self define may have resulted in the exclusion of some individuals who
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had experienced healing or recovery in relation to self-harm. Whilst objective 
measures of recovery/healing could have been used to help identify these individuals, 
such measures are in themselves problematic, for example, arbitrary time limits to 
ceasing self-harm only serves as a behavioural indication of healing with little regard 
to the intrapersonal, social and spiritual realms that may be also significant indicators 
of healing. The debate about the use of objective measures of recovery is clearly 
multifaceted. The use of objective measures in mental health clinical practice has a 
long and established history providing clear cut parameters for diagnosis and 
treatment. However the very goal of this research was to explore what people make of 
healing themselves and therefore provide an insight into an alternative approach. 
Using objective measures would have been incongruent with the theoretical 
perspective and the aims of this research but the debate highlights the complexities 
and nuances involved in processes of change and healing.
Secondly, the nature of a one-off written account meant that I was limited in my 
understanding of a participants’ healing journey to this one account and sometimes 
this felt constraining. I was not able to seek clarification and elaboration as other 
methods would have enabled me too. For example, Etherington’s (2003; 2005) 
actively co-constructive approach allowed for individuals to develop and thicken their 
stories by encouraging them to read and offer feedback to each others stories. 
However I felt that participants were already doing a substantial task without then 
asking them to read and comment on other people’s stories or change their own. In 
fact this was one of the reasons for choosing this approach so that participants were at 
liberty to write as they chose to and had control of the process. Although there may 
have been benefits to adopting Etherington’s approach in terms of fostering a 
collective ownership over the research/process among participants, and developing 
thickened stories, it would have held additional ethical, time and resource 
implications.
The third issue involves the nature of writing stories. Narrative analysis privileges 
language. By asking participants to write their stories, language was further 
privileged in the written form. It is not surprising then that the majority of participants 
were educated to degree level and highly articulate. Participants who expressed
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interest in the research and chose not to participate may not have felt able to articulate 
their story through writing and may have inadvertently felt excluded on these grounds.
These considerations indicate there is space for potential development in researching 
this area.
4.5. Evaluating the research
Elliott et a l  (1999) suggest guidelines for the publication of qualitative research. 
These were used to evaluate the current research. Some of these criteria are self 
evident throughout the thesis and include owning one’s perspective (see method); 
situating the sample (with reference to their demographic characteristics and life 
circumstances) and grounding in examples (through providing excerpts of participants 
stories). Addressing these issues enables the reader to place the interpretations within 
the context of the researcher’s perspective and consider possible alternative 
explanations; allows the reader to judge for themselves where the findings are 
applicable; and appraise the fit between the data and the researcher’s interpretations of 
them (Elliott et a l  1999). Other relevant guidelines include credibility, coherence and 
accomplishing general vs. specific tasks. Credibility in the analysis was carried out 
through sending participants the analysis for comments. Furthermore independent 
reading and thematic analyses were carried out by the field supervisor who identified 
similar commonalities in the data. Additionally, continual feedback was sought from 
both supervisors who were familiar with all the narratives and the summaries that 
informed the analytical process. The active involvement of my supervisors and 
allowing for the whole stories of participants to be told helped to establish coherence 
within the analysis. Accomplishing general vs. specific tasks relates to the issue of 
transferability of the findings. On this point the findings in this study are likely to be 
transferable to a similar group of individuals who have negotiated with a process of 
healing in the context of self-harm.
4.6. Future research
Future research needs to be based on the conceptual, empirical and clinical insights 
that can be gleaned from this study. The importance of conceptual distinctions, e.g., 
healing as an ongoing process which can occur in the presence of symptoms will have
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an underpinning effect on research and clinical practice. Secondly, the political 
dimensions of healing in self-harm raised in this study can allow future work to take 
on a crucially critical perspective in terms of acknowledging the social and political 
contexts within which people’s experiences are situated. Finally the usefulness of 
narrative analysis as an approach resides in the way that people can themselves 
determine narrative directions and reflect on their journeys. The application of 
narrative therapies, including attachment narrative therapy (Dallos, 2006) given the 
relative significance of attachment issues in self-harm should also be explored in 
working with young people who self-harm.
4.7. Summary and conclusion
The study aimed to explore how people negotiate healing in the context of self-harm 
by analysing the written narratives of participants. The findings that emerged have 
many parallels to existing research in the area, confirming many of the meanings of 
self-harm. They also demonstrate that individuals trying to work their way out of self- 
harm do so in many different ways. Some described a process of reconciling their 
relationship to self-harm, the majority became empowered through self-harm to 
change their lives, and others were still struggling through self-harm and still had a lot 
to contend with. This study adds insight into how people negotiate changing their 
relationship to self-harm by minimising harm and using a wide range of substitutes to 
distance themselves from self-harm. It also highlights the issue of identity in self- 
harm and the internal and external resources that can be activated in assisting a shift 
from a fractured sense of self to becoming a whole self. Furthermore it highlights the 
importance of significant others, be they family, friends, lovers, other service users 
and therapists in facilitating this healing. There are a range of theoretical, clinical and 
research implications which could contribute to a richer picture of self-harm and 
healing being rendered. The study indicates that healing in the context of self-harm is 
situated in a complex and dynamic personal, social, cultural and political landscape.
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Appendices
Appendix 1: Organisations contacted for recruiting participants
Bristol Crisis Service for Women (BCSW) 
P.O. Box 654 
Bristol 
BS99 IXH
National Self-Harm Network
Address: PO Box 16190,
London NW l 3WW 
Website: www.nshn.co.uk
Newham Asian Women’s Project (NAWP)
661 Barking Road 
London E l3 9EX
National Service User Network (NSUN) 
www.nsun.org.uk
Self-Harm Alliance (SHA)
PO Box 61
Cheltenham
Gloucestershire
Website: www.selfharmalliance.org 
Email: selfharmalliance@aol.com
Self Harm Sanctuary
Website: www.shsanctuary.com/forum
Self-Injury and Related Issues (SIARI)
Website: www.siari.co.uk 
Email: jan@siari.uk
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Appendix 2: Poster of study
Invitation to Participate in the Study
Stories of Healing: Narratives of people with experiences of
self harm
My name is Asesha Morjaria-Keval. I am an experienced qualitative 
researcher and currently a Clinical Psychology Doctoral student at the 
University of Surrey, England. I am doing my final year dissertation on 
stories of healing in relation to self harm. I am looking for people who 
have experiences of self harm and are willing to share their story of 
healing with me. Participants will be required to write and submit (via 
email) this story. It is hoped that this study will help professionals 
working in the mental health field to better understand how people 
manage their self harm. All submissions will be kept confidential and 
anonymity of participants will be preserved. If you would like more 
information about the study or are interested in taking part please email 
me at A.Morjaria-Keval@surrey.ac.uk
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Appendix 3: Consent form
Consent for participation
Please check the boxes by right-clicking on the box, selecting “properties”, and then 
selecting “checked” in the “Default Value” setting, then ok.
I 11 voluntarily agree to take part in the  study on stories of the  process 
of healing from self harm.
I 11 have read and understood the  Information S hee t provided. I  have 
been given a full explanation of th e  nature and purpose of th e  study, and 
of what I  will be expected to do.
I I  I  understand th a t  all personal data  relating to volunteers is held and 
processed in th e  s tr ic te s t  confidence, and in accordance with the  Data 
Protection Act (1998).
I  I I  understand th a t  I  am f re e  to withdraw from th e  study a t  any time 
without needing to justify  my decision.
I  I  I  confirm th a t  I  have read and understood th e  above and freely 
consent to participating in this study. I  have been given adequate time to 
consider my participation and agree to comply with th e  instructions and 
restrictions of th e  study.
Name/ or p re fe rred  name: 
Date:
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Appendix 4: Participant details
Please could you complete th e  information below. This will help the  
reader to gain a sense of the  who you are  in the  s tory th a t  you tell. 
These details will only be used for the  purpose of the  study, and will not 
be used to identify you in any way. Thank you.
1. Are you Male or Female?
2. How old are  you?
3. Which country do you live in?
4. How would you describe your ethnicity? (e.g.. W hite British, South 
East Asian, etc).
5. W hat form does/did your self harm take?
6. How long has it been since you last self harmed?
7. I f  a f te r  submitting your s tory  is it possible fo r me to contact you 
(via email) to fu r th e r  understand your healing process?
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Appendix 5: Information sheet
Stories of healing: narratives of people with experiences of
self harm
Your consent
You are  invited to take part in this research project. This document 
contains detailed information about the  research project and aims to 
clearly explain the  study and its procedures. Please read this information 
carefully before you chose to take part. To consent you will be required 
to complete th e  consent form attached  by checking the  boxes and 
printing your name (or pseudonym, i.e., p re fe rred  name) and date  on the  
form and returning it to me via an attachment. You may wish to password 
pro tect the  consent form prior to emailing it back (see section on Privacy, 
confidentiality and disclosure of information)
Purpose and background
The purpose of this study is to explore people's own written stories 
(narratives) of their  process of healing from a history of self-harm.
This research is being carried out by trainee clinical psychologist Dr. 
Asesha Morjaria-Keval. I  am experienced researcher who is undertaking 
training to gain a doctorate  in clinical psychology a t  th e  University of 
Surrey, England. As someone who also has experiences of self harm, I  will 
also write my own story of healing.
I  am seeking people (either men or women) age 18 and over who have a 
history of self harming (e.g., cutting, burning, overdosing) and who feel 
th a t  they have or are  going through some process of healing (however 
they might view this) in relation to their  self harm.
What the study involves
Participation involves writing a detailed s tory of your journey or process 
towards healing in relation to self harm. In addition to this information 
document you should also have four o ther documents- 'Guidelines for 
writing your story', 'Practical pointers to writing th e  story', 'Consent form'
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and the  'Participant details form'. Please read all this information (I  know 
it's a lot!) before  you decide to take part. Should you decide to 
participate you will need to complete and send th e  consent form and the  
participant details form in addition to your story.
Possible benefits
There are  no d irect benefits to participants from taking part in this 
study. However you may find going through th e  process of writing your 
s tory beneficial to you in some way, for example, gaining more 
understanding of your relationship to self harm and the  process of 
healing.
I  hope th a t  the  s tories gathered will help in understanding how people 
who have or do self harm make sense of their  process of healing. This 
may help people working in the  mental health field b e t te r  assist people 
with this process of change in promoting wellbeing.
Possible risks
Taking part in this study and in particular writing your s tory  may be 
s tressfu l or demanding. I f  this causes you any anxiety, please feel f re e  
to withdraw from th e  study. I f  you experience any d istress , please do 
something about it or speak to someone. Details of counselling, 
information and support services can be found on the  resources pages 
included a t  th e  end of this document.
Privacy, confidentiality and disclosure of information
Any information obtained in connection with this project th a t  can identify 
you will remain confidential, and can only be disclosed with your 
permission, except as required by law. I  will use th e  results in my 
research thesis and possibly in a research publication. These results will 
be reported  completely anonymously and you will not be identified.
Your contact details will be confidential and only accessible to me. All 
submissions received will be securely s tored  in a locked cabinet th a t  is 
only accessible to me.
The information obtained from the  study will be kept in accordance with 
th e  University's regulations. All files will be kept on my home computer
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and will be password protected. I  will be th e  only person able to access 
th ese  files.
Further information
I f  you require fu r th e r  information or you have any problems concerning 
this project please email me. I  am happy to receive feedback and answer 
any questions. Alternatively you can contact my research supervisor Dr. 
Fiona W arren on 01483 689441. I f  you would like to receive feedback on 
the  outcome of the  study please email me requesting this.
Participation is Voluntary
Participation in th e  research project is voluntary. I f  you do not wish to 
take part you are  not obliged to. I f  you decide to take part and later 
change your mind, you are  f re e  to withdraw from the  project a t  any 
stage. I  will agree with any request from a participant to withdraw from 
the  study.
Ethical Guidelines
The ethical aspects of this research project have been approved by th e  
Faculty of A rts  and Human Sciences Ethics Committee a t  the  University 
of Surrey. I f  you have any complaints about any aspect of th e  project 
and th e  way it is being conducted then you may contact th e  secre ta ry  of 
th e  Ethics Committee a t  J.Earl@surrey.ac.uk. Please quote project 
number 248-PSY-08.
Enhancing Security When Sending Your Documents
For added security I  would recommend th a t  you send th e  3 documents- 
th e  consent form, the  participant details form and your s tory as th re e  
separa te  a ttachm ents in th re e  separate  emails. In  addition I  would 
suggest th a t  you password pro tect these  documents (one password fo r all 
th re e  documents is sufficient) before  emailing them. You can do this by 
going to 'Tools' on the  menu bar and then selecting 'Options' and choosing 
the  'Security' tab where you con en ter  a password. You can then email this 
password separately (at A.Morjaria-Keval@surrey.ac.uk). All submissions 
received will be securely s to red  in a locked cabinet th a t  is only accessible 
to me.
197
Useful Contacts and Resources
Bristol Crisis Service for Women (BCSW)
P.O. Box 654 
Bristol 
BS99IXH
Helpline: 0117 925 1119 (9pm-12.30am, Friday and Saturday)
Website: www.users.zetnet.co.uk/bcsw
Email: bcsw@womens-crisis-service.freeserve.co.uk
O ffe rs  telephone counselling and information service relating to self- 
harm
BACP (British Association for Counselling and Psychotherapy)
Address: BACP House, 35-37 Albert S tre e t ,  Rugby CV21 2SG 
Tel: 0870 443 5252.
Website: www.counselling.co.uk
Provides advice on sources of individual counselling and family therapy in 
th e  UK
British Association for Behavioural and Cognitive Psychotherapies
Address: Globe Centre, PO Box 9, Accrington, BB5 2GD 
Tel: 01254 875 277 
Website: www.babcp.org.uk 
Email: babcp@babcp.com;
Provides a f re e  directory of accredited cognitive behavioural 
practitioners
National Self-Harm Network
Address: PO Box 16190 , London NWl 3WW 
Website: www.nshn.co.uk
Provides information sheets  on fac ts  and myths about self harm 
The Samaritans
Address: 46 Marshall S t r e e t , London WIV ILR 
Tel: 08457 909090 (24-hour Helpline)
Website: www.samaritons.org.uk 
Email: jo@samaritans.org
O ffe rs  confidential emotional support to any person who is in d is tress  or 
suicidal
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Sanelîne
Tel: 0345 678000 (12 noon-2am)
Crisis care, emotional support and practical information fo r anyone 
a f fec ted  by mental health problems
Self-H arm  Alliance (SHA)
PO Box 61 
Cheltenham 
Gloucestershire 
GL51 8YB
Helpline: 01242 578820 (Wednesdays to Sundays 7pm - 8pm)
Website: www.selfharmalliance.org 
Email: selfharmalliance@aol.com
Self  Harm Sanctuary
An online forum run by and for people with experience of self harm 
offering support message boards with information and advice on a wide 
range of issues relating to self harm.
Website: www.shsanctuary.com/forum
S e lf- In ju ry  and Related Issues  (SIARI)
Website: www.siari.co.uk 
Email: jan@siari.uk
O ffe rs  a forum for people who are  a f fec ted  by self-harm 
Lifeline
Tel: 0808 808 2121 (free  and open 365 days a year 7.00pm-11.00pm) 
Website: www.lifecraft.connectfree.co.uk 
Email: lifecraft@connectfree.co.uk
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Appendix 6: Guidelines for writing your story
This is about you writing a detailed and honest account of personal 
experiences  of th e  healing process in relation to self harm. The healing 
process can mean many d iffe ren t things to d iffe ren t people. You need to 
decide what this means to you. For one person it may mean th a t  they no 
longer self harm and have not done so fo r  some time. For another person 
it may mean th a t  they sometimes do self harm, but th a t  perhaps they 
have a somewhat healthier relationship to it (for example, they may be 
b e t te r  able to take care of themselves). And yet fo r  another person the  
process of healing may mean something quite d ifferen t.  I t  may be a 
process they are  still going through and perhaps will always go through.
I  would like you to think about your relationship to self harm since you 
f i r s t  s ta r te d  self harming. In  writing your account I  would like you to 
consider the  following:
• What is the  s tory of your healing process as you see it?
• In  what ways has your relationship to self harm changed or 
sh if ted  th a t  a re  more hopeful and less harmful to you?
• How do you view your relationship to self harm now compared to 
before? (for example, when you f ir s t  s ta r te d  or when it was a t  its 
peak).
• What fac to rs  (people, personal circumstances, personal 
characteristics, in terests, activities, beliefs, processes, etc) have 
helped this healing process? What fac to rs  have made it more 
difficult or brought it to a stand still a t  times?
• W hat do you consider to be self harm? W hat does it mean to you?
• What o ther aspects of your life are  important to understanding 
your process of healing? Please feel f re e  to explore and write 
about these  in your story.
A fte r  having written your s tory  if you have any reflections, thoughts, or 
feelings on th e  process of writing this I  would much appreciate it if you 
could include these  comments/reflections a t  the  end or in an email.
Your participation, both in time and energy is greatly appreciated. Thank you 
very much.
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Appendix 7: Practical pointers to writing your story
Take your time - you are  being asked to give a lot to this.
Be gentle with yourself- Take breaks. I f  it gets  too much stop and 
do something else that 's  going to be helpful to you. I f  it's too much 
to re turn  to and you need to abandon it then don't worry, ju s t  drop 
me an email to let me know.
Include detail ra th e r  than leaving it out. A rich and detailed 
account will really help me to make sense of your experiences.  I t 's  
more than ju s t  about your self harming, it's about you.
Remember it's your story, so don't write anything you are  not 
comfortable with. Do change identifying details or personal names, 
places e tc  if you want to.
Length and form at- this is a difficult one to say much about. I t  is 
entirely up to you. W rite  os little or as much you are  happy with. 
I'm in terested  in experiences of this process.
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Appendix 8: Ethical Approval
Dr Mark Cropley
Chair: Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Asesha Morjaria-Keval 
PsychD Clinical Trainee 
Department of Psychology 
University of Surrey
29‘ September 2008
Dear Asesha
Reference; 248-PSY-08RS
Title of Project: Stories of healing: narratives of people who self harm
Thank you for your resubmission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given favourable ethical 
opinion.
If there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the Faculty Ethics Committee.
Yours sincerely
Dr Mark Cropley
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Appendix 9: Analysis of Julia’s narrative 
Step 1: Summary
Julia was a 29 year old woman. Her self-harm took the form of cutting, skin picking, 
hair pulling, burning over-eating. She has not self-harmed by cutting in 7 years. Julia 
begins by writing about her relationship to self-harm and how it’s changed over time. 
She explains that her relationship to self-harm is now less risky than previously and 
that she still views aspects of her behaviour as self-harm, although they have moved 
into socially sanctioned forms of self-harm (including running). Julia explains the 
functions self-harm had for her and how she has over time developed other avenues 
for expressing herself.
Julia’s narrative takes us from the age of 9/10 when she first starting self-harming by 
overeating and burning, and then later age 15/16 when she began cutting and 
increasingly withdrew from other people. She experienced a great deal of self-doubt 
in her youth and realised she had to learn to trust herself and others if she were to 
move beyond harming herself. For Julia the healing process began when she took an 
overdose and experienced horrific treatment in hospital. She was able to use her anger 
to fight back and to express herself in ways that she could act as her own witness. She 
still self-harmed although she made a pact with herself to take care of herself in the 
process. A move to university made healing easier. Julia developed some close 
friendships at university and later her fiancé, who is a great support to her. Self-harm 
gradually became less of a feature in her life as she learnt to develop trust in herself, 
others and value herself.
Step 2: Beginning, middle and end 
Beginning
At the start of the narrative Julia discusses how her relationship to self-harm has 
changed over time. She views aspects of her current behaviour as self-harm even 
though they would not cause alarm or concern in others.
...there are times when I  am struggling where I  do respond by harming myself, but to 
much more o f a lesser extent. For example, I  may bite the inside o f my mouth and pick
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at my skin. This is not seen as self-harm by many people and therefore there is a lot 
less shame around having such responses.
She also discusses exercise as a socially sanctioned form of self-harm.
I  also engage in socially sanctioned forms o f self-harm such as training fo r  long 
distance events where my knees, hips and legs regularly take a pounding. Some people 
might find  it shocking that I  think about exercise as self-harm but I  fee l it can be and 
with fa r  few er stigmatising consequences.
For Julia self-harm was a way of finding a way to be in the world, to survive and keep 
going rather than to feel pain.
My relationship with self-harm has never involved an intention to fee l pain per se, i t’s 
always been about finding a way out, a way to be in the world when this feels
impossible, a way o f saying to myself there are other possibilities.
Julia’s explains the dynamic operating between levels of risk (in terms of self-harm) 
and personal validation/fear of invalidation. As others were able to bear witness to 
her story her self-harm has become a lot less risky.
...my self-harm has become a lot less risky through me gaining a sense o f entitlement 
to experience anger and fear. This process has come about through having other 
people bear witness to my story and believe this to be my experience. This was not my 
experience when my self-harm was at its most risky in my late teens. I  fe lt I  would be 
despised fo r  being distressed and therefore had to pretend that everything was okay as 
this was what was expected o f me.
This fear of invalidation continues in her description of her childhood when she began 
to self-harm by burning and overeating. Although Julia was desperate to be liked by 
others she struggled to be accepted and felt distanced from people. This became a 
safer position for her to be in and comfort eating served not only to provide her
comfort but also kept others at a distance from others.
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I  was desperate to be liked by people because my life had taught me that you need to 
go out o f your way to please people in order to be accepted. I  had a sense o f myself 
never being good enough and needing to try harder because I  was never accepted by 
everyone. I  also didn ’t realise that my attempts to please often distanced me from  
other people, therefore the more I  tried, the more I  failed. This left me in a vulnerable 
position...
I  think comfort eating became a form  o f comforting m yself but, in a bizarre way, also 
protected me from  feelings o f rejection because it helped me to keep people at a 
distance.
Julia writes how her self-harm developed into cutting - a time when she began 
exploring her sexuality. Julia comments feeling controlled, not having control over 
these experiences. She uses self-harm as a way of reclaiming ownership of her body 
and her experiences.
At the age o f 15/16 years, my self-harm developed to cutting. This coincided with the 
time that 1 began to explore sexual relationships. Here, 1 feel my self-harm was 
related to feeling unable to control what happens to me. Cutting myself became a way 
o f giving m yself space to try to understand what was happening, reclaiming my body 
fo r  myself, a way o f screaming out, “You can’t control me or hurt m e!”, and a way o f 
reminding myself that I  am a human being with feelings who bleeds like everyone else.
Embedded in Julia’s narrative there is a sense of being violated or abused and not 
being believed in relation to the experiences she was subjected to. As a result she kept 
the self-harm hidden from others and withdrew from other people.
I  was so scared o f the experiences that led to my self-harm not being believed, 1 went 
to great lengths to hide myself and my self-harm from  other people. 1 was made to 
believe everything was in my head and therefore this is the only way other people 
would see me. Grooming can take many form s and as a child, i f  you are told 
something by people you are supposed to trust, i t ’s not long before you believe it. 1 
decided the only way 1 could be a better person was to withdraw from  other people.
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She goes on to explain that this only served to strengthen the negative view she had of 
herself. She reflects that she *had to find  a way o f trusting not only in myself and my 
experiences, but also trusting in others \
Middle
Julia’s middle part of her story demarcates where the healing process began for her- 
when she had taken an overdose (aged 18). Her overdose was her attempt to ‘end the 
silence’ she was bound to and to protect her sister ‘from a similar demise’. Instead 
she was met with experiences of shame, hurt and rejection and horrific treatment in 
hospital. This however fuelled her anger and spurred her on to fiight back in other 
ways’.
My treatment in hospital was horrific and it gave people more justification to abuse 
me. It was then that I  realised I  could take no more and if  people were just going to 
ignore what was happening. I ’d have to figh t back in other ways. My anger came from  
being at the most desperate point in my life and being told that my desperation wasn ’t 
“real”. I  didn’t want anyone else to have to experience the levels o f shame, hurt and 
rejection I  did when all I  was trying to accomplish was someone to ask why so that I  
could end the silence and protect my sister from  a similar demise. Moreover, I  knew 
there was no way I could try to change things by ending my life and that all I  did was 
hurt the very person I  was trying to protect, my younger sister.
It is at this point Julia decides to become a witness for herself and begins writing 
music and poetry. She came to own this just as she owned her own body.
Afier coming out o f hospital, I  became much more interested in finding other ways o f 
expressing what I  had been experiencing so at least I  could act as my own witness. It 
sounds very cliché but I  started writing my own music and poetry. This helped me to 
put words to some o f my experiences. This was my private property, ju st like my body.
Although she still cut she did so whilst taking more time, cutting less deeply and 
tending to her wounds.
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/  had to find  ways o f allowing myself to give m yself to comfort and see myself as worth 
comforting. I  made a pact with m yself which involved taking more time over my self- 
harm and cutting less deeply in areas where there is more fa tty tissue and less chance 
o f severing an artery. Furthermore, I  told m yself that the only way I  could live the life 
I  wanted was by giving myself a break, attending to my wounds
The healing process became easier with her move to university where she was able to 
distance herself from home and start again. Needing to be there for her younger sister 
was a crucial in her own survival.
Being a protective big sister had been one o f the things that had kept me going 
through the despair. I  continued this role when I  moved away...
She describes forming a key friendship with a young woman from her home town and 
being part of her family unit. Over a period of time she began to trust in others and 
was able to rekindle old friendships. She also describes an important part of healing 
being about taking time out from having sexual relationships until she felt able to 
protect and value herself in relationships.
Another part o f the healing process was removing m yself from  the possibility o f 
having any sexual relationships until I  had learned about protecting myself and 
equality in relationships.
Julia writes about her relationship with her fiancé who is able to bear witness to her 
experience.
He has been an amazing help and notices when I  tend to fa ll into the pattern o f trying 
to look after everyone else but myself. We had to work through some difficult moments 
where I  would push him away at the times I  most needed him. However, w e’ve both 
spent a lot o f time thinking about how both our pasts can get in the way and no matter 
how much I  am hurting, he 7/ sit through it with me and doesn 7 reject me. H e's the
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only person I ’ve ever really allowed to see my scars and he reassures me that they are 
a sign o f what I ’ve been through rather than who I  am.
For Julia being believed in made a great difference to her.
My experiences have taught me that being believed is amazingly powerful and can be 
the one thing that makes a difference to somebody who has lost trust in the world.
End
In the ending part of Julia’s narrative she reflects on what self-harm means to her and 
why she feels people self-harm.
She writes a final section on her reflections on writing the story. She makes it clear 
that she does not view self-harm as an addiction, but as a means of gaining some 
control for oneself.
I  don’t think most, i f  any, people engage in self-harm because they really want to hurt 
themselves and feel pain. I t’s not an addiction to pain at all and I  am no way 
desensitised to pain. I t ’s that the harm becomes a way o f taking back control when 
you feel completely out o f control.
For her, self-harm becomes politicised as it occurs when she is feeling marginalised 
resulting in an attack on her self- esteem. Julia had learnt to access external and 
internal resources in her relationships with people and her outlet of exercise.
The situations that may lead me to train harder, or bite the inside o f my mouth more, 
are those that make me feel that I  am being marginalised, ignored, not heard due to 
not conforming to certain ideas because they conflict with my values. Here the very 
essence o f my esteem is attacked and I have 2 options, give in or figh t back. Physical 
activity that pushes me to grit my teeth and dig in to find  energy resources from  
wherever I  can, helps me immensely. I  think this mirrors the emotional process fo r  me 
except that I ’ve learned that I  can access external as well as internal resources. I  am 
very lucky to have met some very inspirational men and women in my life.
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Step 3: Narrative Structure
The structure of Julia’s story initially takes a regressive form followed by a 
progr^sive one [ ]. She describes traumatic early life experiences that result in her
self-harm. Her narrative also is heroic in parts as she describes a turning point where 
she experiences horrific treatment and rather than give in and be defeated she takes 
control for herself and begins to learn to fight back in ways to find a way through her 
suffering. Through this fighting back she reaches a place where she is able to access 
both internal and external resources to aid her healing.
Step 4: Personal, interpersonal and societal analyses 
Personal
On a personal level for Julia self-harm was a way of surviving in the world in the only 
way she could. There is a sense in her narrative that her earlier self-harm related to 
knowing the “badness” that she felt resided within her (and therefore why people hurt 
her). Later on her self-harm became not just a way of making sense of her 
experiences but also about taking rightful ownership of her body- a body that others 
were trying to control and hurt. For Julia self-harm then becomes a form of personal 
resistance and activism. This later develops into other forms of resistance by acting 
as her own witness through other forms of self-expression including self-harm. Julia’s 
sense of self was ridden with self-doubt- this is reflected in her view and experience of 
others who too doubted her who she kept her self-harm to herself, she is aware that to 
move beyond self-harm she needed to trust herself as well as others.
In Julia’s narrative there is a sense of being silenced (silenced about the abuse and 
about the self-harm) for fear of not being believed. Julia also felt separate from her 
body and she wrote about herself in this way. The real Julia was hidden and 
encompassed by a body that was not her. On a personal level healing also 
encompassed valuing herself by removing myself from the possibility of having any 
sexual relationships until she felt well equipped to protect herself and know herself to 
be equal to others.
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Interpersonal
At an interpersonal level Julia writes about her need to be accepted and being met 
with rejection. She writes about withdrawing from others, not being able to trust 
others which served to retreat further within herself and draw strength from her own 
inner reserves. This came from a place of feeling the system [hospital] had ignored 
and failed her, compounding the shame, hurt and rejection she experienced. Her 
motivation is driven by her need to be there for her younger sister whom she views as 
more vulnerable than herself. Over a period of time she is able to move from a 
position of being her own witness to allowing other people in and having them bear 
witness to her story by gradually being able to trust people. A close friendship and 
network of friends become really important part of this process. Later this extends to 
include her relationship with her fiancé who is also able to bear witness to the physical 
testimony of Julia’s experiences, her scars.
Societal
On a societal level Julia experienced a great injustice which is mirrored in many 
survivor accounts of women who have experienced abuse and trauma in their 
childhood, and then later as a recipient of treatment within the health service. She is 
very aware of the powerful stigma and sense of shame attached to certain forms of 
self-harm and how other forms of self-harm (long distance running) do not carry such 
taboos. For her she needed to fight the system (resist rather than give in) and take 
control for herself.
The personal and political are connected in that one has a direct impact on the other, 
in that experiences of oppression attack her sense of selfhood. In response to this 
fighting back is both a personal and political resistance, a form of activism that takes 
place. This may take the form of self-harm in both unacceptable (previously to cut) 
and acceptable ways.
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Appendix 10: Healing as empowerment, stories of self-mastery, self-discovery 
and heroism
Caroline’s self- mastery story
Caroline was a 26 year old White Irish woman. Her self-harm took the form of 
cutting and overdosing. She began cutting at the age of 15. She writes about her early 
life and difficult relationship with her parents. She also struggled with her Christian 
upbringing. Self-harm provided her with a way of coping with her difficult feelings. 
Caroline recounts her journey with self-harm, where she is gradually consumed by 
self-harm and diagnosed with severe clinical depression. At the time of writing she 
had not self-harmed for 10 months. She structures her story with subheadings self- 
harm and me which is about her relationship with self-harm and describes when and 
why she started self-harming. Caroline then documented a timeline from the age of 
15-26 which sets the narrative within a historical context. This timeline reflects her 
self-harming episodes and overdoses, medication and treatment experiences and 
relationships and aspects of her faith, education and employment trajectories. Her 
narrative continues by her documenting what I  did, which explained the form her self- 
harm took; scars, thoughts in the machine which is about how she understands herself, 
reaction o f others -  in particularly her relationship with her mother, father, friends and 
boyfriends; treatment, psychiatry and medication; and now which explains where she 
is in the present in relation to self-harm and herself.
For Caroline her scars are the embodied testimony of all that she has endured. They 
represent her journey of having lived, fought and survived mental illness:
It is proof to me and others that I  lived and fought and survived mental illness 
o f whatever variety.
Below she describes how she made sense of her self. She viewed herself as having 
two selves- an army part and a target part. Over time she has come to embrace both 
these aspects:
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...it fe lt like an army and I  was its target. I  imagined it must be split in two, 
after much consideration. Me and ME. Within the past year and half there 
has been a shift here, I  see it as one thing now, having embraced the enemy 
part and having listened to it. I  am both bits, I  need both.
On writing about her treatment Caroline contrasted CBT with long-term 
psychotherapy:
The cognitive behavioural therapy was a waste o f time and NHS resource on 
me. My counsellor was under prepared, over worked probably and from  the 
beginning I  fe lt I  was 3 steps ahead o f her, I  answered questions and talked 
through things that hovered about on the surface, it made no difference, I  
needed more. I  took to psychotherapy and 6 years later I  can easily say it has 
been the largest influence in my recovery. I  am a full, brimming individual 
now, giving the chance to work my way out o f self-harm and despair into a 
fulfilling quality o f life.
Towards the end of her story Caroline writes about medication. She viewed it as a 
colourful but necessary part of her treatment to help to control her symptoms and self- 
harm. In the ending, Caroline writes her reflections on where she is in the present. Her 
new view of herself illustrates an expansion and completeness of her identity which 
includes her work, her writing and being in a fulfilling relationship. Although she still 
identifies herself as a self-harmer, through therapy, with the use of medication and 
supportive relationships, she has gained mastery and control of her addiction of self- 
harm.
JiWs self discovery story
Jill was a 41 year old woman. She explains that her self-harm took the form of 
overdosing and describes overdosing three times in the course of her life. Her self- 
harm was quite different to other participants, who although overdosed, also self­
harmed in other ways. Despite this her explanation of what her self-harm represented 
had many parallels to others narratives. At the time of writing her narrative she had 
not self-harmed by overdosing for 20 years.
212
Jill begins her narrative by describing that her overdoses represented her anger, an 
inability to express her needs and feeling unsupported by others. She describes taking 
her first overdose at the age of 17. The experience left her feeling powerless and 
invalidated- both by her mother and the psychologist who had visited. The focus of 
Jill’s narrative explores changes that have enabled Jill to move away from self-harm 
to a more “nourishing place”. For Jill healing has been about empowering herself by 
owning, accepting and trusting her feelings and taking appropriate action to help her 
validate her experience:
I  know that my healing has had a lot to do with empowering myself as an 
individual and that has come through in the form  o f lots o f therapy to 
understand and accept m yself lots o f self analysis to tune into what this 7 ’ 
actually is and respond to what feels right within me rather than going along 
with others opinions o f what they think I  should do or be.
This has come about through therapy, group work, self-analysis, writing, meditation 
and “active body work” . An aspect of this work has also involved Jill learning to care 
and love herself before expecting others to. Having her son marked a turning point for 
Jill and she ceased to self-harm after he was bom, although she explains she used 
recreational drugs in addition to counselling and astrology to cope with difficult 
feelings. Jill explains how “body work” has enabled her to accept her feelings as 
legitimate part of herself:
I  am realising that such an important part o f my healing in an ongoing way is 
to own feelings like anger and rage. I  often think self-harm is about anger 
turned inwards ... And fo r  me it is so important to have other ways o f  
expressing the anger that arises in me when I  experience something as unjust. 
Over the last year or so I have done quite a lot o f active body work where I  
shake out the feelings that I  hold in my body and then express them quite 
extremely through hitting cushions, this is really helpful and it is also helpful 
to see that I  can now say to someone that I  am angry about something that has 
happened.
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Some of this has involved again incorporating the challenging parts of her identity 
(anger) by tolerating and accepting difficult emotions in the body and that by doing 
this she becomes more integrated. A more recent practice has involved writing daily 
self-appreciations. Although Jill sometimes struggles with her mood she no longer 
self-harms but experiences her self criticalness and worry as self-harming. Jill’s work 
with people who self-harm has also enabled her to heal the shame aspect of her own 
self-harm.
Sarah’s heroic story
Sarah was a 33 year old woman. Her self-harm took the form of mainly cutting, 
“occasionally” breaking bones, overdosing, “significant risk taking”, drugs and 
alcohol abuse and anorexia. Although Sarah has not self-harmed for four months, 
explaining that she now “rarely self-harm[s] but have had small episodes once or 
twice a year” that are small, infrequent occurrences which are on a much less 
dangerous level than her 'normal' self-harm. Her view is that she “recovered from 
self-harm two and half years ago”. This suggests that for Sarah, healing and 
“recovery” is possible despite self-harm still occurring. She explains that she suffered 
sexual abuse in her childhood and suffered with flashbacks and experienced 
dissociation when a lot of her self-harm would occur. She writes that she used self- 
harm “to dissipate difficult emotions and body sensations” . She explains that a crisis 
demarcated the start of her healing process in 2006 when she was admitted into a 
respite house. Whilst there she came to understand her dissociative experiences and 
began to believe her life was worth fighting for. Her narrative highlights her ability to 
engage with people around her and rally their support in helping her to literally save 
herself. She describes her journey to overcome self-harm by learning to recognise 
when she is dissociating and making sure she was in a safe place:
The crisis I  had in November 2006 led me to a stay in the xxx respite house, an 
experience which really began the healing process fo r  me in earnest. []
1) I  started to believe that I  was worth saving /  helping
2) I  recognised that I  had almost no control over my dissociative episodes once 
they had reached a certain point (but could choose to be in a safe place i f  I  
could recognise that one was about to happen).
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These two realisations subsequently:
1) gave me the impetus to figh t fo r  the support and help I  needed, and 2) gave 
me a framework fo r  understanding what sort o f help and support would 
work fo r  me.
O f course the kind o f help I  needed was not immediately available to me, but 
knowing what it did and didn’t look like, and believing - fo r  the first time - that I  
had a right to figh t fo r  the help I  needed, was the combination that made the 
difference, after 25 years o f consistent and increasing self-harm.
In the middle part of her narrative she explains that having decided she wanted to live 
and stop self-harming, she sought specialist support:
[] getting the help I  needed wasn’t straight forward. I  put myself on the 
waiting list o f a specialist service, a survivor led organisation working with 
people who’ve experienced childhood sexual abuse.
Whilst on the waiting list she had a serious self-harm episode that resulted in an 
admission to a mixed hospital ward. Having encountered a poor and inappropriate 
service here, upon discharge, she self-harmed again and was back in A&E. Here she 
was fortunate enough to encounter a nurse who recognised what was going on for 
Sarah and successfully fought on her behalf to provide her with a safe space in A&E 
when she found herself dissociating. She was also able use the walk-in-service at her 
local Samaritans as a safe space. Furthermore she had a CPN and attended a drug and 
alcohol recovery programme. She goes on to explain how she learnt to trust in her 
own experience and take appropriate action before she was about to enter a 
dissociative state.
Sarah writes that by the time she began specialist therapy she had already reduced 
self-harming and began to have faith in the professionals who supported her. Whilst 
doing this her confidence gradually grew as she developed friendships online. Once 
accessing the specialist service Sarah had extensive therapy to help her to process the 
flashbacks and memories from the abuse including “body-therapy work” and art
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therapy as part of her drug and alcohol rehabilitation. She also met her partner, a 
woman who was also sexually abused. Through this relationship she has been able to 
connect with her body in a positive way. She has insight into her triggers for self- 
harm and explains action she has taken to reduce this risk. This includes moving to 
the countryside for a more peaceful life.
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Appendix 11: Letter requesting participant feedback
Dear
Re: Stories of healing: narratives of people with experiences of self harm
Thank you very much for taking part in my research and for taking the time and 
energy to write your story. I collected ten narratives in total and I felt extremely 
privileged to read your honest and personal accounts of your experiences. Following 
the submission of the stories I had a lot of material to analyse. I have tried my best to 
ensure that I have accurately captured the diversity and similarities across all ten 
stories.
As agreed I have attached a draft copy of my results section for you to read through if 
you wish. All the names have been changed and I have given you the pseudonym of 
(pseudonym). I would really value your comments and feedback on this draft. If you 
can email me your comments by Tuesday 9^  ^ February (please use a different colour 
or font size if you email me the draft with your comments, or write them separately) 
that would be much appreciated.
Please be aware that you do not have to make any comments but I will try to 
incorporate any final suggestions into my final report, alongside my own 
interpretations. I would also like to take this opportunity to remind you that you are 
free to withdraw consent from participating in the study at any time should you wish 
to do so.
Thank you once again for your participation and time.
With best wishes,
Asesha
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Research Log Check List
1 Formulating and testing hypotheses and research questions E
2 Carrying out a structured literature search using information technology and literature search tools Kl
3 Critically reviewing relevant literature and evaluating research methods El
4 Formulating specific research questions m
5 Writing brief research proposals El
6 Writing detailed research proposals/protocols E
7 Considering issues related to ethical practice in research, including issues of diversity, and structuring plans accordingly E
8 Obtaining approval from a research ethics committee E
9 Obtaining appropriate supervision for research E
10 Obtaining appropriate collaboration for research E
11 Collecting data from research participants E
12 Choosing appropriate design for research questions E
13 Writing patient information and consent forms E
14 Devising and administering questionnaires E
15 Negotiating access to study participants in applied NHS settings E
16 Setting up a data file E
17 Conducting statistical data analysis using SPSS E
18 Choosing appropriate statistical analyses E
19 Preparing quantitative data for analysis E
20 Choosing appropriate quantitative data analysis E
21 Summarising results in figures and tables E
22 Conducting semi-structured interviews E
23 Transcribing and analysing interview data using qualitative methods E
24 Choosing appropriate qualitative analyses E
25 Interpreting results from quantitative and qualitative data analysis E
26 Presenting research findings in a variety of contexts E
27 Producing a written report on a research project E
28 Defending own research decisions and analyses E
29 Submitting research reports for publication in peer-reviewed journals or edited book E
30 Applying research findings to clinical practice E
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